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ABSTRACT 
The central focus of the study presented in this thesis is a statewide investigation into 
psychiatric/mental health triage nursing in Victoria, a specialised domain of nursing practice that 
has emerged within the context of wider mental health reform in the state. The data generated 
from this study makes a significant contribution to the professional knowledge base of 
psychiatric triage nursing, which currently lacks formal definition and description due to a 
paucity of research on the topic. 
The study employed a conceptual framework of critical social theory, in particular 
Comstock's (1982) facilitated praxis, from which to investigate and critically examine the 
phenomenon of psychiatric triage nursing practice in Victoria. Methodological triangulation was 
used in the design of the study to enable the researcher to use both quantitative and qualitative 
data collection methods. 
The overall aim of the study was to produce a comprehensive definition and description of 
psychiatric triage nursing in Victoria. The first aim of the study was to identify key demographic 
data significant to the structure, composition, and organisation of the psychiatric triage-nursing 
workforce, which was achieved through data collected in a state-wide survey of psychiatric 
triage nurses. The second aim of the study was to uncover in-depth descriptive data about the 
nature of psychiatric triage nursing practice in Victoria, including domains of practice, models 
and methods of practice, theoretical underpinnings, the experience of practice, and 
contemporary issues in psychiatric triage nursing practice. This goal was met through the 
analysis of data produced by the semi-structured interviews, which were conducted as an adjunct 
to and follow-up of the statewide survey. A final aim of the investigation was to produce quality 
knowledge and evidence about psychiatric triage practice that has the potential to provide 
assistance, insight, and guidance to mental health services, mental health policy makers, and 
future researchers in matters related to psychiatric triage nursing 
Results show that psychiatric triage nurses in Victoria comprise the greater part of the 
mental health triage workforce, and presently perform the majority of all point of entry mental 
health assessment across the state. Psychiatric triage nursing is a highly complex role that 
involves multiple functions and responsibilities, many of which overlap into areas of practice 
previously the domain of medicine, such as assessment, diagnosis, and referral. The psychiatric 
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triage role implicitly involves the gate-keeping of mental health resources, such as inpatient beds 
and access to other specialist mental health services, which is also a n e w role for nurses. 
The practice world of psychiatric triage nurses was found to be highly stressful, due to the 
extreme levels of responsibility, high-level decision-making under pressure, and high workloads 
intrinsic to the position. The study established that psychiatric triage is under resourced in 
several key areas, which appears to be impacting on workload, level of responsibility, levels of 
stress in practice, and in the provision of quality of mental health care. The study raised critical 
questions around the equity of the current arrangement of mental health triage, and discussion 
on other contemporary professional issues of concern to the discipline. The study concludes with 
recommendations for the future development of the discipline, including a provisional model for 
psychiatric triage nursing practice. 
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PROLOGUE 
This prologue was written with the intention of exposing m y interests and position in 
the present investigation. Unlike traditional positivist research, where the researcher 
attempts to take a neutral, objective stance and distance themselves from the subject, 
critical social theory rejects the idea that the researcher can remain truly neutral as being 
impossible, and instead encourages researchers to clearly acknowledge their motivations, 
interests, and intentions for the research from the outset. 
Prior to commencing full-time doctoral studies, I had been employed as a psychiatric 
triage nurse in a busy sector of metropolitan Melbourne. The idea and identified need for 
the present investigation emerged from m y experiences in the practice world of 
psychiatric triage nursing, which were markedly different from any of m y previous 
experiences in mental health nursing. 
After working in the position for almost three years, and with some time to reflect, it 
occurred to m e that Victorian psychiatric triage nurses were breaking new ground in 
practice, performing a wide array of roles and assuming responsibilities that were not 
previously in the locus of mental health nursing. It also became apparent h o w important 
the triage service was to the overall functioning of the new, community-based Victorian 
mental health service, and this prompted further reflection on the position. 
The brief interactions with other psychiatric triage nurses during the course of triage 
liaisons indicated that other nurses were also raising questions about their practice world. 
Collegial discussion with other triage nurses commonly centered on the high workloads 
in triage, and complaints about discrepancies between their roles and work conditions and 
those of psychiatric nurses working in other sectors of Victoria. Another issue that 
continued to surface during collegial discussions about psychiatric triage was the 
demanding, high-pressured nature of the work. The growing amount of questions, 
thoughts, and reflections I was encountering in psychiatric triage nursing practice 
prompted m e to search for literature on the topic to help make sense of the position, 
however this yielded very little information, and thus, the idea for the present 
investigation was conceived. 
xvi 
Clearly, as a nurse investigating nursing, I have an undeniable, unavoidable interest 
in the present study. M y position of having practiced as a psychiatric triage nurse also 
influences m y perspectives on, and motivations for the present investigation. Whilst some 
level of researcher bias in the study is inevitable, in undertaking to carry out this research, 
I a m committed to conducting the enquiry with the utmost integrity and methodological 
rigour, to ensure the validity and accuracy of the findings. 
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CHAPTER ONE 
PHASE ONE: INTRODUCTION TO THE INVESTIGATION 
1.1 Introduction 
The central focus of the study presented in this thesis is an in-depth investigation into 
psychiatric/mental health triage nursing in Victoria, a specialised domain of nursing practice 
that has emerged within the context of wider mental health reform in the state. The data 
generated from this study makes a significant contribution to the professional knowledge base 
of psychiatric triage nursing, which currently lacks formal definition and description due to a 
paucity of research on the topic. 
The broad scope and flexible design of the project enabled the researcher to use both 
quantitative and qualitative research methodologies to collect data about psychiatric triage 
nursing from every mental health agency in the state of Victoria. The primary source of data 
in the investigation was from psychiatric triage nurses themselves, which inherently assumes 
that the subjects are experts in this particular area of clinical nursing practice (Benner, 1984). 
The other sources of data in the project included related discourse around the topic such as 
mental health policies, health department documents, related literature, and historical text. 
The terms psychiatric and mental health are used interchangeably throughout the thesis to 
refer to mental health. In the past, the term psychiatric was commonly used throughout 
Victorian mental health services to refer to mental health (Office of Psychiatric Services, 
1986), however, there appears to be a trend in current literature to use the terms mental health 
and mental illness in favour of the term psychiatric (Commonwealth Department of Health 
and Aged Care, 2000a; Commonwealth Department of Health and Aged Care, 2000b; Trotter 
Betts & Thornicroft, 2001). The terms client and consumer are also used interchangeably 
throughout the thesis to refer to patients, or the recipients of healthcare. The discrepancies in 
terminology were evident through much of the literature reviewed for this study, and reflects 
the changes in language that have evolved in Victorian mental health services as a part of the 
overall process of reform (Reischel, 2001) 
The first two chapters of the thesis constitute Phase One of the investigation. The 
discussion in Chapter One presents background information pertinent to the study, including 
an introductory definition of psychiatric triage and an overview of previous research around 
the topic. The need for further research into current models of psychiatric service delivery is 
discussed, with particular focus on the need for specific research into psychiatric triage 
practice and the nursing role within this model. The dialogue around identifying the need for 
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research into psychiatric triage in chapter one precedes discussion on the rationale and aims 
for the project. The discussion in the final section of the chapter presents an overview of the 
organisational structure of the thesis. 
1.2 Background to the investigation 
The model of community-based mental health care is now firmly established across 
Victoria (Whiteford, Macleod, & Leitch, 1993). The process of mental health reform that 
began in Victoria in the 1950s and gained significant momentum in the late 1980s has 
culminated in sweeping structural and organisational changes within Victoria's mental health 
service (Health and Community Services, 1994a). Deinstitutionalisation and the 
implementation of a community- based model of mental health care in Victoria has involved 
an intense period of change and adjustment on the part of both consumers and providers of 
mental health services (Meehan, 1995; Tobin, Dakos, & Urbane, 1997). One of the most 
significant mental health reforms has been the introduction of the National Mental Health 
Policy in 1992, which emphasised a policy of Mainstreaming and Integration (hereafter 
referred to as Mainstreaming) as the future direction for the delivery of mental health services 
(Australian Health Ministers, 1992; Hazelton, 1999; Health and Community Services, 1993). 
Wright, Samuels, and Streimer (1996) define Mainstreaming as the total integration of mental 
health services within general health services. Mainstreaming necessitated the closure of 
freestanding psychiatric hospitals across the state of Victoria and the introduction of 
community-based mental health care, with in-patient psychiatric treatment provided by 
specialist psychiatric units within general hospitals (Whiteford, 1998). 
The approaches to managing the mentally ill in the Victorian community over the last 
ten years have emerged as multi-faceted and dependent on the interrelationship of multiple 
agencies and support structures (Meehan, 1995; Tobin, Dakos, & Urbane 1997). A network of 
health care providers such as general practitioners, community mental health clinics, private 
psychiatrists, crisis assessment and treatment teams, continuing care teams, mobile treatment 
teams and non-government organisations has replaced the former system of caring for 
mentally ill clients predominantly in hospitals and long-term institutions (Bachrach, 1993; 
Hazelton, 1999; Meehan, 1995). The closure of independent psychiatric hospitals has 
produced a decentralised mental health service, with a multiplicity of regional agencies 
catering for the complex needs of the mentally ill (Australian Health Ministers, 1992; 
Hazelton, 1999; Meehan, 1995). 
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The continuous process of refinement and development of the Victorian mental health 
service has resulted in the emergence of new models of mental health service delivery, such 
as the psychiatric triage service model (Kevin, 2002; Wright, Samuels, & Streimer, 1996). 
Access to psychiatric services by health care consumers is n o w regulated across the state by a 
single point of entry system known as 'triage' or 'duty' service (Commonwealth Department 
of Health and Aged Care, 2000b; Health and Community Services, 1993; Wilson & Cullen, 
2001). In the triageVhity system, all clinical inquiries are initially directed to the appropriate 
regional health care sector, and are then assessed by a mental health clinician from the 
psychiatric health care team w h o conducts mental status assessment, and then makes clinical 
decisions about the level and type of service required by the consumer (Crook, 2001; Kevin, 
2002). Clinical referrals in psychiatric triage are assessed and acted upon on acuity of needs 
basis, with the most urgent/acute presentations given first priority for action/intervention, and 
the less urgent presentations relegated a lower triage priority (Crook, 2001, Smart, Pollard, & 
Walpole, 1999; Wilson & Cullen, 2001). The term 'duty' is used within Victorian mental 
health services to describe triage type activities, and usually refers to triage services within 
community mental health clinics, operating between business hours (Health and Community 
Services, 1994a). To maintain consistency of terminology throughout the thesis, duty/triage 
will henceforth collectively be referred to as 'triage'. 
One of the key functions of the triage model within the present framework of mental 
health service delivery is 'gate-keeping', which primarily involves screening and filtering 
mental health enquiries and ensuring appropriate use of resources such as inpatient beds and 
crisis assessment teams within regional Area Mental Health Services (Australian Health 
Ministers Advisory Committee, 1997; Kevin, 2002). Gate-keeping attempts to streamline the 
delivery of psychiatric care by regulating the way in which service is provided, ensuring that 
the consumer receives the appropriate level and type of service to meet healthcare needs 
(Health and Community Services, 1994b). To enable successful 'gate-keeping', the state of 
Victoria has been divided geographically into health care sectors or regions, each sector with 
its o w n large general hospital with an integrated acute psychiatric inpatient unit, and attached 
community mental health service (Health and Community Services, 1994b). Within the 
framework of the multi-disciplinary team, the triage clinician m a y originate from disciplines 
such as social work, psychology, medicine, or nursing (Australian Health Ministers Advisory 
Council, 1997; Birch & Martin, 1985; Kevin, 2002). 
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The implementation of Mainstreaming has resulted in significant diversification of 
practice for psychiatric nurses (Clinton, 2001; Happell, 1998). Whereas in the past psychiatric 
nurses practiced almost exclusively in hospital settings in caretaker roles, today's psychiatric 
nurses are engaged in a variety of practice settings from emergency departments in general 
hospitals to remote rural community outposts (Clinton, 2001; Tobin, Dakos, Urbane, 1997). 
Psychiatric nurses practicing in a wide range of clinical and community settings currently 
account for fifty-three percent of the public mental health workforce (Whiteford, 1998), and 
are often employed in roles such as psychiatric triage (Kevin 2002; Wilson & Cullen, 2001). 
A personal communication passed on to the researcher during the study suggests that nurses 
currently occupy up to seventy-three percent of psychiatric triage positions (Personal 
Communication from a researcher on the Auditor General's Triage Audit team, 15/02/02). 
Wright, Samuels and Streimer (1996) observed the increasing use of psychiatric nurses in 
roles traditionally reserved for psychiatric registrars, such as psychiatric consultatioriUiaison 
and point of entry psychiatric assessment (triage). Sharrock and Happell (2002) have also 
observed an expansion in psychiatric consultation/liaison positions that employ experienced 
mental health nurses to provide support and psychiatric expertise in hospital accident and 
emergency departments. M a n y of the current models of psychiatric service delivery that have 
been implemented as a part of Mainstreaming such as the triage system, have not been used 
previously in Victoria (Wright, Samuels & Streimer, 1996). In fact, Mainstreaming has 
fundamentally transformed the Victorian Mental Health Service, as the following quotation 
illustrates; "The work of the last two years has seen the public mental health service change 
forever its approach to service delivery" (Health and Community Services, 1996a, p.37). To 
date there has been very little Victorian research involving the examination and evaluation of 
current models of psychiatric practice and service delivery that have emerged as a result of 
wider mental health reform (Australian Health Ministers, 1992; Happell, 1998; Wright, 
Samuels & Streimer 1996). 
1.3 The need for research into current models of psychiatric service delivery 
The renewal in July 1998 of The Mental Health Strategy for a further five years was 
confirmation of the Federal Government's acknowledgement of the importance of mental 
health issues in Australian society (Australian Health Ministers, 1998; Hazelton, 1993; 
Whiteford, 1998). The Mental Health Strategy clearly articulated that the focus of public 
mental health was on the treatment of the seriously mentally ill, acute mental illness, and 
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community-based mental health care including suicide prevention (Australian Health 
Ministers, 1998). 
Mental health has also been the subject of recent discussion in several sectors of the 
community, such as State and Federal Parliament, the media, and youth\education programs, 
which is not surprising considering Australia's high youth suicide rate (Hazelton, 1993; 
Health and Community Services, 1995; Mental Health Services, 1995; Ministry of Health, 
1998; Victorian Suicide Task Force 1997). Current estimations predict that nearly one in five 
Australians will be affected by mental health problems at some stage of their lives 
(Commonwealth Department of Health and Aged Care & Australian Institute of Health and 
Welfare, 1999). At a worldwide level, mental health problems currently account for almost 
eleven percent of the disease burden, with psychiatric illness listed as being one of the top ten 
causes of disability (Commonwealth Department of Health and Aged Care, 2000a). Mental 
health related presentations and problems also comprise a significant proportion of all 
consultations in the emergency departments of general hospitals, and some research suggests 
that presentations of patients with mental health problems and deliberate self harm is on the 
increase (Morrison, Hull, & Shepherd, 2000; Smart, Pollard & Waypole, 1999). According to 
the Commonwealth Department of Health and Aged Care (2000a, p.4), "...predictions 
suggest that by 2020 the disease burden of mental health conditions may increase to almost 
15 percent". 
There is much evidence to support the need for further research and development in the 
area of mental health service provision in Victoria, as both a follow-up to, and integral part of 
implementing the First and Second National Mental Health Plans. The National Mental 
Health Policy (Australian Health Ministers, 1992) emphasised the need for ongoing research 
into the area of mental health service delivery, and highlighted the need to evaluate the 
progress of strategies introduced in the process of mental health reform. The National Mental 
Health Report (Australian Health Ministers, 1993) further supported this point, and also 
identified ongoing research as a major goal in creating a quality mental health service. The 
five-year period of The National Mental Health Plan ended in 1998, and was succeeded by 
The Second National Mental Health Plan (Australian Health Ministers, 1998), which 
provides a further five-year framework to advance mental health reform (Commonwealth 
Department of Health and Aged Care, 2000a). The National Mental Health Report 1996 
(Commonwealth Department of Health and Family Services, 1997) supports the use of 
research to improve understandings about mental illness, and to assess the quality and 
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appropriateness of current models of psychiatric service delivery. Mandersheid and Pirkis 
(1997) concurred with this view, and added that ongoing investigation into the outcomes of 
the National Mental Health Strategy is necessary to monitor the progress and evolution of 
mental health services, as the process of reform is as yet incomplete. The Second National 
Mental Health Plan (1998) discussed using research to improve the quality and effectiveness 
of mental health service delivery, and the global improvement of mental health literacy. This 
document supports the use of research to disseminate information and knowledge within the 
mental health workforce, to encourage evidenced-based practice, and to stimulate innovative 
clinical practice. 
Ramon (1992) highlighted the importance of evaluation in the process of organisational 
change, and suggests that new operational or structural systems that are implemented during 
periods of reform must be reviewed and evaluated in terms of their effectiveness and 
appropriateness in meeting identified goals. Moynihan (1992) concurred with R a m o n about 
the benefit of re-examining existing service as a means of providing direction for future 
reform. The Commonwealth Department of Health and Aged Care (2000a, p.46) stated that 
mental health research and evaluation is critical to advancing mental health care and 
promotion, and that both quantitative and qualitative approaches are needed to ".. .fully assess 
the wide range of activities that comprise mental health promotion". 
Trotter, Berts and Thornicroft (2001, p. 17) recently completed a comprehensive mid-term 
review of the First and Second National Mental Health Plan(s) that identified "...a lack of 
coordinated mental health research to clarify effective interventions". Trotter, Betts and 
Thornicroft (2001, p.23) also noted the ..."incomplete application of service standards and 
developing systems to monitor the outcomes of care were often said to be important but have 
not been assigned the highest priority", inferring insufficient follow-up of systems or models 
of care currently in place. The mid-term review stated that further research is necessary to ... 
"see how far the service is proceeding to meet national and state goals" (Trotter Betts and 
Thornicroft, 2001, p. 16). 
A study by Healy (1992) on the impact of Mainstreaming on mental health services in 
Victoria identified ongoing critique of innovation in mental health as fundamental to the 
overall process of mental health reform. Health and Community Services (1996) recognised 
the importance of evaluating the many different approaches being used in mental health 
service delivery as one of the key national mental health goals. Health and Community 
Services (1996) stated that one of its primary goals in mental health is the evaluation of 
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service provision through ongoing research. Several mental health commentators have 
identified discrepancies in psychiatric service provision across Victoria's Area Mental Health 
Services, and suggested that further research and strategy is needed to address this problem 
(Hazelton, 1999; Health and Community Services, 1996a, Whiteford, 1998, Wright, Samuels 
& Streimer, 1996). 
1.4 The need for investigation into the psychiatric triage services model 
The psychiatric triage services model is a key service operational system that emerged in 
the early 1990's during the implementation of the Mainstreaming Policy (National Mental 
Health Strategy, 1996). A s previously mentioned, psychiatric triage is a complex role that 
primarily involves point of entry psychiatric assessment by telephone or face-to-face, 
diagnosis, and intervention based on a system of prioritisation of care according to the acuity 
of consumer needs (Birch & Martin, 1985; Kevin, 2002; Smart, Pollard & Waypole, 1999; 
Southwest Area Mental Health Service 1998). A s yet there is little research that relates 
specifically to the psychiatric triage model currently in place within Victorian mental health 
services. This is despite the fact that the present psychiatric services delivery model has triage 
as its 'centre-piece', that is, the single point of entry system and its inherent gate-keeping 
function underpins the streamlining of regionalised mental health services (Health and 
Community Services, 1993, Health and Community Services, 1994b; Wilson & Cullen, 
2001). 
Although the psychiatric triage model has been operational in Victoria and parts of 
Australia in some regional sectors since 1992 (Centre for Mental Health, 1997), there has 
been very little Victorian or Australian research that has specifically investigated the triage 
service delivery model. Several authors have noted a lack of consistency in definitions of 
triage or triage service roles across regional sectors of Victoria (Health and Community 
Services 1994a; Johnston, Salkeld, Sanderson, Issakidis, Teeson, & Buhrich 1998; Kevin, 
2002; Teague, Drake & Ackerson 1995). Available literature also suggests that the role of 
psychiatric triage is still in developmental phases in some health care sectors, and open to a 
wide variety of interpretations, in that there is no single, unified model for triage (Kevin, 
2002). The psychiatric triage model is an important development in the delivery of psychiatric 
services that is integral to the overall functioning of the current mental health services model, 
and as such must be subject to critique as a part of the process of providing quality mental 
health care. 
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1.5 The need for investigation into psychiatric triage nursing practice 
The process of Mainstreaming in Victoria has necessitated fundamental changes to the 
structure of psychiatric service delivery, which has resulted in significant developments in 
practice for key mental health service providers such as psychiatric nurses (Clinton, 2001; 
Health and Community Services, 1993; H u m a n Services Victoria, 1999). The shift from 
institutional care to community-based care has required psychiatric nurses to diversify 
practice to incorporate many new elements, such as working outside the traditional hospital 
structure, case-management, crisis assessment and triage practice (Clinton, 2001; Happell, 
1998; Sands, 1997). Adjustment to the changes in Victoria's mental health services has 
undoubtedly involved an immense amount of effort on the part of many psychiatric nurses 
(Clinton, 2001; Sands, 1997; Welch, 1992). Previous studies suggest that for many 
psychiatric nurses, the shift from hospital-based nursing to community-based care has been 
extremely challenging, with issues such as hospital closure, changes to working conditions, 
and the expectations and new roles inherent in community-based care as being cited 
significant contemporary issues (Clinton, 2001; Sands, 1997, Welch, 1992). Community-
based psychiatric nursing in itself demands a high level of autonomy and independence in 
practice, as well as increases to the level of responsibility and accountability on the part of the 
nurse (Catalano, 1996; Clinton, 2001). 
Whilst there have been many significant changes in psychiatric nursing practice that have 
developed alongside mental health reform in Victoria, such as the wide diversification of 
roles within community based mental health programs (Clinton, 2001), psychiatric triage 
presents as an area of practice vitally in need of further research (Kevin, 2002). Psychiatric 
triage nurses are front-line service providers of the new mental health system, integral to the 
staffing profile of triage services, and their role is pivotal to the success of gate-keeping and 
an organised regional mental health service (Edwards, 1994; Health and Community Services 
1994a; Kevin, 2002; Wilson & Cullen, 2001). 
The single point of entry system of the current Victorian mental health service effectively 
operates by funnelling all mental health related inquires to the triage worker, either through 
the community mental health clinic duty-worker during business hours, or to the triage 
clinician after hours (Kevin, 2002; Wilson & Cullen, 2001). A s previously stated, it is the role 
of the triage clinician to firstly assess the inquiry to determine if there is a need for mental 
health services, and if so, make decisions about what level and type of resources are necessary 
(Wilson & Cullen, 2001). In mental health triage, the emphasis is on allocating resources 
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through a system of prioritising care/resources based on the level of urgency and the nature of 
the problem (Wilson & Cullen, 2001). Thus, it would seem that in the present model for 
mental health care service delivery, psychiatric nurses in mental health triage positions have 
been vested with a large degree of responsibility* in both the management and allocation of 
scarce mental health resources, and most importantly, in the accurate and timely diagnosis 
and intervention in managing mental illness in the community. 
Given that the overwhelming majority of mental health triage clinicians appear to be 
psychiatric nurses, it seems imperative that their roles within the current model of service 
delivery are investigated and clarified. In fact, psychiatric nurses n o w occupy positions and 
roles that are integral to the current framework of psychiatric service delivery such as triage, 
home treatment, crisis assessment, and case management, and it would seem to be a logical 
progression in mental health service development to investigate the roles and practices of 
these vital service providers. Happell (1998, p.233) emphatically states that further research 
in current psychiatric nursing practice .. ."needs to be conducted as a matter of urgency", 
particularly in the area of professional development. The need for investigation of the 
psychiatric triage services model and psychiatric triage nursing practice is intensified by the 
paucity of pre-existing studies and theoretical guidelines for practice. The following section 
presents an overview of the previous Australian and international studies that relate to the 
triage services model, and psychiatric triage nursing. 
1.6 Previous research 
A Victorian study by Wilson and Cullen (2001, p.351) discussed the delivery of 
telephone-based, "technology driven, protocol-based triage and case management" in the 
Greater Murray Area Mental Health Service, a rural mental health service. The focus of this 
study was on demonstrating the usefulness of a technology driven telephone triage service in 
proving mental health services. The study argued the case for computer assisted 
'telepsychiatry' delivered via a 24-hour phone 'Accessline', and staffed by a multi-
disciplinary team including nurses. Wilson and Cullen (2001, p.351) laud the 'call centre 
environment', making the claim that the 'sophisticated telecommunication and information 
technology systems' ... 'both assist and support the staff in providing best practice', however, 
it is not clear h o w this is so. The study did not provide a comprehensive definition of mental 
health triage, nor did it present a description of the processes of triage such as h o w risk 
assessment is performed, other than to say decision-making is guided by protocols and 
computer assisted technology. The study did, however, provide a basic description of the role 
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and function of the Accessline service, including descriptive statistics on the 'primary 
problems' of Accessline users, and also inferred that the telepsychiatry system m a y be 
economically beneficial. The study neglected to raise critical issues related to mental health 
telephone triage, including medico-legal issues (Erdman, 2001), and the difficulties 
associated with performing accurate mental status assessment without the benefit of seeing 
the client face-to-face (Kevin, 2002), and in this regard appeared unbalanced. Wilson and 
Cullen (2001) also omitted discussion related to the confidentiality of client information that 
is recorded and stored on databases, and transferred electronically across multiple agencies. 
Another criticism of the study was the failure to inform the reader of the sample size of the 
client participants in the survey. One of the strengths of the study was its inclusion of the 
consumer's point of view in rating the usefulness of the service (unanimously positive), and 
also in raising discussion on the topic of mental health triage. The Greater Murray Accessline 
is evidence of the diversity of approaches to mental health service delivery, and mental health 
triage in Victoria. 
In another rural Victorian study, Kevin (2002) investigated telephone triage within a 
mental health context, and focused on evaluating the usefulness of this service in providing 
mental health care. Although the study was conducted over three agencies, the total number 
of participants in the study was 19, including nine clients and ten staff, and it is therefore 
difficult to generalise from the results. The study lacked a clear definition of mental health 
triage, however, it did provide some useful descriptions of role functions in triage such as the 
role in educating the community, and providing continuing support to clients and carers. 
Kevin also identified some important issues of concern in mental health triage nursing, 
including the legal implications of performing a mental health assessment and making a 
diagnosis as a nurse, ethical issues, and concerns related to making diagnoses over the phone 
without a face-to-face interview. The study also raised discussion about the level of autonomy 
and responsibility in triage, and made the important observation that the level of 
responsibility increases in triage situations where there is little medical support. Unlike the 
unanimously positive attitudes towards telephone triage attained from the client participants 
in Wilson and Cullen's (2001) study, the participants in Kevin's (2002) study were not 
entirely satisfied with telephone triage service, and complained of not receiving enough 
support to maintain mental health. The study also drew attention to the differences in function 
of generalist triage as compared to mental health triage, the latter having a role in ongoing 
support, referral, and community advice/education. Kevin's study is significant in that it 
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commenced a critical discussion about mental health telephone triage, and raised some 
contemporary issues about triage nursing practice. 
In a Tasmanian study, Smart, Pollard and Walpole (1999) developed the Mental Health 
Triage Scale (MHTS) , a psychiatric triage rating scale intended for use by nurses to 
complement the National Triage Scale, which is currently used by generalist medicinal 
practitioners in emergency departments across Australia (Australasian College for Emergency 
Medicine and the Commonwealth Department of Health and Community services, 1997; 
Fitzgerald, 1996; Happell, Summers, & Pimkahana, 2002). The focus of the National Triage 
Scale (NTS) is predominantly physiological, with very little provision for mental illness 
(Australasian College for Emergency Medicine and the Commonwealth Department of Health 
and Community Services, 1997). Smart et al, (1999) observed the increased pressure on 
emergency departments to assist the mentally ill since the implementation of community 
mental health care, and designed the M H T S as a solution to the lack of mental health triage 
guidelines within the N T S . The aim behind the development of the M H T S was to assist 
generalist triage nurses in psychiatric risk assessment, assist in integrating psychiatric clients 
into generalist health services, and to reduce waiting and transit times in the emergency 
department. Whilst Smart et al.'s (1999) study was very successful in its aims of creating a 
useful clinical tool, the specific focus of the study did not have the scope to provide a 
comprehensive definition and description of contemporary psychiatric triage nursing practice 
in mental health services, nor was it able to critique the nurses role within the psychiatric 
triage service model and the overall system for psychiatric service delivery. 
Hundertmark (1999) and Streimer (1999), two independent mental health commentators, 
both wrote comments in support of Smart et al.'s (1999) M H T S to the Australian and New 
Zealand Journal of Psychiatry. Hundertmark (1999) congratulated Smart in the timeliness of 
the development of the M H T S , and made the observation that emergency departments have 
currently become a critical stress point in the mental health system as a result of the closure of 
psychiatric hospitals. Hundertmark viewed the M H T S as an innovation towards adapting to 
and managing the increased number of psychiatric presentations in the emergency 
department, and implied that psychiatric triage is an important development in healthcare that 
is worthy of further investigation. Streimer also noted the relevance of the M H T S in the 
current climate of increased psychiatric presentations in the emergency department, and 
offered support for its further development and use. 
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Happell, et al. (2002) also discussed the psychiatric triage of clients in the emergency 
department. This Victorian study focused on the comparison of M H T S scores assigned to the 
same group of psychiatric contacts over a three-month period by both generalist triage nurses, 
and psychiatric consultation and liaison nurses of a metropolitan Melbourne hospital. The 
findings of this study illustrated the considerable variation in triage ratings of the same 
patients between the two groups of nurses, and highlighted the need for emergency nurses to 
receive further mental health education to improve outcomes for consumers presenting with 
mental health problems. The focus of this study was very specific, largely concerned with 
highlighting the differences between the interpretation and utilisation of the M H T S between 
two groups of nurses, and as such was not able to provide in-depth descriptive data about 
psychiatric triage nursing. Aside from the aforementioned studies, the researcher was unable 
to locate any other existing nursing research related to psychiatric triage nursing practice in 
Victoria, or Australia. 
Whilst there are few Victorian or Australian studies that examine the psychiatric triage 
service model or psychiatric triage nursing, conversely, there are several studies that 
investigate generalist triage nursing in Victoria, indicating the growing recognition of the 
importance of triage nursing practice within the current health service models operating 
within Victoria. Standen and Dilley's (1997) study of generalist triage across 14 Victorian 
public hospitals aimed to assess the way in which triage is conducted in Victorian hospitals. 
This study concluded that there is significant variation in clinical practice, level of 
experience, and level of education/training amongst generalist triage nurses. Standen and 
Dilley highlighted the need for a more consistent approach to the role of triage, and 
recommended the development of specialised training for generalist triage nurses. 
The focus of previous research into generalist triage nursing has been predominantly on 
the decision making processes in clinical triage practice, and the impact of triage decisions on 
the emergency department (Crook, 2001; Edwards, 1994; Gertz & Bucknall, 1999). Gertz and 
Bucknall (2001a) surveyed 172 Australian generalist triage nurses about the scope of practice 
in triage, level of education/training, and factors that impact on decision-making in triage. 
Consistent with the findings from Standen and Dilley's (1997) earlier triage research, this 
study found that more than half of the respondents had no specific education related to triage, 
and that there was considerable variation in the decision-making process in triage practice. 
Gertz and Bucknall (2001a) also recommended further development of emergency nurse 
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education to incorporate triage specific knowledge, and further evaluation of triage practice 
guidelines. 
A report entitled Consistency of triage in Victoria's emergency departments: Education 
and quality report (Monash Institute of Health Services Research, 2001) was commissioned 
by the Victorian Department of H u m a n Services to investigate the relationship between 
emergency department delays and inconsistencies in the delivery of generalist triage services. 
The report identified some of the issues affecting triage delivery, including variation in triage 
nursing practice, and offered guidelines for triage education and practice to prepare and 
support nurses in the triage role. Gerdtz and Buchnall (2001b) collected observational data on 
the triage practices of 26 generalist triage nurses in a Melbourne hospital and found 
significant variation in the duration of triage decisions. 
Several other Australian studies have also investigated generalist triage, for example, Fry 
and Burr (2001) conducted research in N e w South Wales that aimed to describe current triage 
practices, and the influences that impact on the role. Triage was identified by Fry and Burr as 
being a highly varied and complex role, with little formal theoretical knowledge underpinning 
practice. Doherty's (1996) study on the application of the N T S across Australian emergency 
departments also noted discrepancies in triage practice, and highlighted the lack of uniformity 
in the processes and procedures of the triage role. Fifield (1996) found that triage protocols 
were lacking in some regional hospitals, leading to inconsistencies in service delivery, and 
recommended that specific protocols be developed for triage practice, as well as education for 
nursing staff in the roles and responsibilities of the position. Edmonds' (1997) comprehensive 
five-year study of triage found that many nurses felt telephone health advice was 
inappropriate, and m a y pose legal risks for nurses. 
Considine, Ung, and Thomas (2001) also examined the application of the N T S in 
Australian emergency departments with the aim of gaining a better understanding of h o w 
triage practitioners approach decision-making and utilise the N T S . The study found that there 
was no correlation between the nurse's level of experience in emergency nursing, and triage 
decisions. It is clear from the previously cited research that investigation of generalist triage 
nursing in Victoria is well underway, yet psychiatric triage nursing remains an under-
researched area of clinical nursing practice. 
The researcher also had difficulty locating international studies with a specific focus on 
psychiatric triage nursing. In a multi-disciplinary study, Birch and Martin (1985) developed 
the original blueprint for mental health triage entitled the Mental Health Triage Program, 
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which was based on the fundamental principles of medical triage, whereby resources are 
allocated according to a set criteria based on urgency. A s with the M H T S , the Mental Health 
Triage Program was developed in response to the growing need for mental health expertise in 
the emergency department following deinstitutionalisation in the United States (Birch & 
Martin, 1985). The aim of this program was to establish a community-based mental health 
crisis intervention system, to offer an interdisciplinary approach in the management of 
psychiatric crisis, and to assist the client to return to the community (Birch & Martin, 1985). 
The reporting of this study was limited in depth and detail, for example there was no 
discussion about the individual team members level of involvement and responsibility in the 
role, although the paper implied that the physician was in the primary triage position 
supported by nursing staff from the emergency department, and on-call social workers (Birch 
& Martin, 1985). 
Myer, Williams, Ottens, and Schmidt (1992, p.137) devised a "three-dimensional model 
for triage" for use in emergency psychological counselling in crisis situations such as 
disasters, where swift and accurate assessment is needed to determine the most appropriate 
use of resources. Myer et al.'s (1992) model identifies three domains of mental health crisis 
assessment; a. the client's affective response, b. the client's perception of the event and the 
most affected area of their life, and c. the clients behavioural response in attempts to cope 
with the crisis. In criticism of Myer et al.'s model, the focus of assessment tends to be on the 
clients level of functioning in the aforementioned domains, and neglects risk assessment in 
terms of harm to self or others, or psychiatric symptoms. The model seems to be geared more 
towards crisis assessment of persons in disaster type situations, rather than as an assessment 
tool for determining the presence of mental illness. 
More recently Myer (2001) produced a textbook related to psychological triage, which 
essentially expanded on the discussion raised in the previously discussed journal article. The 
text was strongly influenced by perspectives from the discipline of psychology, evidenced by 
the focus on cognitive and behavioural strategies to assessing and managing crises. The 
fundamental crisis intervention approaches and models offered in the text have potential use 
in a range of crises, however, it does not offer any discussion on triage as it is manifest in the 
present Victorian mental health service, that is as the primary entry point for accessing public 
mental health services. 
Everly's (1999) editorial article in the International Journal of Emergency Mental Health 
also discusses emergency mental health triage in acute crises such as traumas, disasters, and 
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potentially in combat situations. Everly (1999, p.151) formulated an elementary set of 
psychological triage guidelines based on "clinical empiricism and applied physiological 
concepts". Everly's (1999, p.152) approach to psychological assessment is anything but 
psychological, focusing instead on a range of physiological symptoms such as "dysfunctional 
over-excitation of the sympathetic nervous system". The language used in the article reflects 
the author's physiological, entirely medically oriented approach to assessment, and ignores 
the many of basic principles of psychosocial assessment including mental status examination 
and social assessment, although the author does identify suicidiality as consideration in 
assessment. The guidelines proposed by Everly are based on an out dated 1932 text, and 
whilst the physiological signs and symptoms of persons in crisis are indeed important, it is the 
disturbance and dysfunction of thinking and emotions that is most characteristic of mental 
health crises (Myer, 2001; Shives, 1990). 
In a United Kingdom study of psychiatric telephone triage, Morrison et al. (2000) 
investigated the impact of telephone triage of mental health clients in the emergency 
department. Morrison's study found that psychiatric telephone triage was an effective method 
of ensuring continuity of care and flexibility of response to emergency referrals. In critique of 
the Morrison's study, the authors were consultant psychiatrists and a senior registrar, and the 
focus of the study was on rationalizing the need for a 24-hour psychiatric open-access 
emergency system. Morrison's study failed to provide a detailed definition and description of 
psychiatric triage practice, and also lacked nursing-specific data, although the study did make 
reference (Gallagher, Hubbart, & Henderson, 1998) to the success of using nursing staff in 
the triage role. 
Erdman's (2001) study raised some important issues concerning telephone triage in 
mental health care. Erdman (2001, p.555) identified mental health triage as being ... "an area 
with high exposure to liability", and goes as far as to say that telephone triage ... "could be 
dangerous to patients by causing an increased risk of misdiagnosis". Another significant issue 
in mental health triage raised by Erdman was that the telephone triage practitioner might not 
be adequately qualified to recognise or diagnose mental illness. Erdman uses nurses as an 
example of an under qualified triage practitioner, arguing that nurses are not licensed to 
provide diagnosis, which is an inherent function of triage. A noteworthy aspect of this study 
was that the author did not originate from a health related discipline, but rather from the 
discipline of law. 
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In a Canadian study, Turner and Turner (1991) devised a crisis triage rating scale for use 
with mental health clients in Canadian emergency departments. The rating scale was designed 
with the aim of providing guidance in psychiatric assessment and determining the need for 
admission. This study also lacked a detailed definition and description of psychiatric triage 
practice, as the focus of the research was on the application of the tool in the emergency 
department. 
Crook's (2001) study investigated the complexities of on-the-spot decision making in 
expert mental health nursing, it did not specifically discuss on-the-spot decision making in 
relation to the triage model of practice. Although this study did not specifically discuss 
psychiatric triage nursing practice, it is relevant in that it explores rapid decision-making, a 
key feature of psychiatric triage practice (Smart et al., 1999). Crook's (2001) study concluded 
that further research on mental health nursing expertise, and expert decision-making is needed 
to further inform and advance clinical decision-making in psychiatric nursing practice. 
Although there are few international studies that specifically discuss psychiatric triage 
nursing, similarly to Australia, an increasing amount of nursing research is focusing on 
generalist triage nursing in the emergency department (George, 1983; Geraci & Geraci, 1994; 
Handysides, 1996; Manchester Triage Group, 1997; Purnell, 1991). The topic of tele-triage 
nursing in generalist emergency nursing in particular has emerged through international 
literature as being a contemporary nursing issue (Edwards, 1998; Kastens, 1998; Sullivan, 
2001). Tele-triage in generalist health involves making rapid decisions about a client's health 
status via the telephone, and allocating appropriate resources according to urgency/acuity of 
the clients need (Edwards, 1994). M a n y of the issues raised in discussions about generalist 
telephone triage such as the decision-making process, work-related stress, and legal issues 
(Gertz & Bucknall, 2001b; Hutcherson, 2001; Katsens, 1998) are relevant to the present 
investigation of psychiatric triage nursing, despite the distinctions between generalist and 
mental health triage, and will be discussed further when comparing the findings of the present 
investigation with previous triage studies. 
In the current framework for psychiatric service delivery in Victoria, psychiatric triage is 
a multi-disciplinary practice incorporating allied health professionals such as social workers, 
occupational therapists, psychologists and nurses (Kevin, 2002). Despite the fact that other 
allied health professionals have been involved in providing psychiatric triage services since 
their inception in Victoria approximately ten years ago, the researcher was unable to locate 
any existing Victorian or Australian research from disciplines other than nursing related 
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specifically to triage. Ideally, an investigation of psychiatric triage practice in Victoria would 
have incorporated the perspectives of all involved disciplines, however, in the absence of any 
pre-existing research from other disciplines this is not possible within the parameters of the 
current investigation. O n a practical and logistic level, this study did not have the scope to 
conduct the foundational research that would have been required to include other disciplines' 
perspectives of psychiatric triage. Thus, the focus of the study is specifically on the nursing 
role within the psychiatric triage model. 
In summary, the previous section has presented a critique of the Australian and 
international literature related to mental health triage, and raised significant issues for further 
consideration and discussion in the analysis and interpretation phase of the project. The 
following discussion presents the rationale and aims of the present investigation. 
1.7 Rationale for the present investigation 
The primary focus of this investigation is the psychiatric triage model, and the nursing 
role within the model, that has developed within the context of the implementation of 
Mainstreaming and the development of community mental health care in Victoria. Whilst 
there are many aspects of Mainstreaming that warrant further research and evaluation, 
psychiatric triage is a significant development in mental health services that as yet, has not 
been subject to investigation (Kevin, 2002). The role of triage in gate-keeping, management 
of resources, and the provision of 24-hour access to mental health services has been described 
in framework documents as being fundamental to the success of Area Mental Health Services 
(Health and Community Services, 1994a). The current system of mental health service 
delivery relies on the skilled gate-keeper in areas of practice such as triage to ensure the 
appropriate treatment and referral of consumers within the system (Health and Community 
Service, 1994a; Kevin, 2002; Wilson & Cullen, 2001). Psychiatric triage is the first point of 
entry to mental health services that provides initial assessment and access to mental health 
services, and it is expected to play a large role in risk assessment, suicide prevention, and the 
management of mental illness within the Victorian community (Australian Health Ministers 
Advisory Council, 1997; Health and Community Service, 1994a; Health and Community 
Services, 1995). 
Given the importance of the triage role in the overall model for psychiatric service 
delivery, and the lack of specific research on the topic, an investigation of psychiatric triage 
practice in Victoria is well justified. The need for ongoing research into psychiatric service 
provision has been identified in the International Mid-term Review of the Second Mental 
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Health Plan (Trotter Betts & Thornicroft, 2001), by mental health commentators, and 
throughout governmental service documents as being important to the further development of 
mental health services. A n investigation of the present model of psychiatric triage and the 
nursing role within the model will generate current, relevant data useful in further defining 
and clarifying the functions and domains of the position. This study therefore contributes 
knowledge to an under-researched area of mental health service delivery, and thus makes a 
positive contribution to the ongoing development and progress of mental health services in 
Victoria. 
Current nursing philosophy strongly encourages nurses to make contributions to the 
overall knowledge base of nursing through research activities (Gift, 1994; Horsely, Crane & 
Bingle, 1983; Mateo & Kirchhoff, 1997; Stenger, 1994). Clinton's (2001, p.3) Scoping Study 
of the Australian Mental Health Nursing Workforce calls for "immediate action" on several 
issues related to recruiting, retaining, and advancing mental health nursing in Australia; 
"Innovation and support for improvement in mental health nursing practice is required at all 
levels in all jurisdictions". Clinton's (2001, p.5) study identified research as a priority for 
Australian mental health nursing, as the following recommendation to the National Health 
and Medical Research Council illustrates; ..."identify mental health nursing as an area of 
research priority and target funds at identifying and evaluating best practice". Standards for 
mental health nursing practice espoused by the Australian and N e w Zealand College of 
Mental Health Nurses (1995, p.4) call for mental health nurses to ".. .commit[s] to ongoing 
education and professional growth and develop[s] the practice of mental health nursing 
through the use of appropriate research findings". A n investigation of psychiatric triage 
nursing in Victoria fulfils all of the aforementioned criteria, by combining education, 
professional growth, and appropriate research in post-graduate study. 
According to Meleis (1997), the theoretical development of nursing is presently at 
general theory stage, and ongoing nursing research is needed to further substantiate and 
advance nursing theory and practice. Portney and Watkins (1993) observed that research 
arising from clinical nursing practice is necessary to define, describe, and validate nursing 
practices. Recent trends in mental health nursing emphasise evidence-based practice as 
important to the process of identifying a clear theoretical basis for practice (Butterworth, 
1996; Kitson, 1997; Parry, 1996; Sullivan 1998). Sullivan (1998) proposed that mental 
health nurses must become more involved in accessing, evaluating, applying, and 
participating in research, and research-based evidence in daily practice. The present 
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investigation of psychiatric triage nursing in Victoria could be viewed as an affirmative 
development towards greater professional definition, description, verification, and 
substantiation of a significant area of clinical practice in mental health nursing. The study 
provides quantitative and qualitative evidence to contribute to the progress and of evolution 
of psychiatric triage nursing, and ultimately to the overall quality and effectiveness of mental 
health care. 
The final rationale for the project is its potential to inform policy development in the area 
of psychiatric triage practice. Walsh and Hughes (1998) pointed out that clinical knowledge 
and advice is essential in developing quality mental health policies, and suggested that the 
role and perspective of mental health nursing advisers is critical to this process. Walsh and 
Hughes believe that nurses must have more influence on policy development, rather than 
remaining passive recipients of policies developed and implemented by other health 
professionals. Walsh and Hughes support the use of research in mental health nursing to 
increase understanding and knowledge of the socio-political processes that underpin mental 
health policy formation, and suggest that with increased knowledge, mental health nurses will 
be able to participate more actively in shaping policy. The findings from this study make 
available current knowledge and evidence about psychiatric triage nursing that may be useful 
to inform, substantiate and develop clinical practice, and inform and guide policy 
development. 
1.8 Aims of the investigation 
The previous sections of the thesis established the importance of psychiatric triage in the 
current model of mental health service delivery in Victoria. The preceding discussion also 
highlighted the lack of Australian and international research on psychiatric triage nursing, and 
identified the need for research on the topic to bridge the current practice-theory gap. The 
principal objective of this study was to develop a clear and comprehensive definition and 
description of psychiatric triage nursing practice across the state of Victoria, and thereby 
address the present knowledge deficit. 
The first aim of the study was to identify key demographic data significant to the 
structure, composition, and organistion of the psychiatric triage-nursing workforce operating 
within the Victorian triage service model. This was achieved through the analysis of data 
collected in a state-wide survey of psychiatric triage nurses. 
The second aim of the study was to uncover in-depth descriptive data about the nature of 
psychiatric triage nursing practice in Victoria, including domains of practice, models and 
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methods of practice, theoretical underpinnings, the experience of practice, and contemporary 
issues in psychiatric triage nursing practice. This goal was attained through the analysis of 
data produced by the semi-structured interviews, which were conducted as an adjunct to and 
follow-up of the state-wide survey. 
The third aim of the investigation was to produce quality knowledge and evidence about 
psychiatric triage practice that has the potential to provide assistance, insight, and guidance to 
mental health services and mental health policy makers in matters related to the psychiatric 
triage service model, and psychiatric triage nursing. Determining the success of this aim will 
not be possible until the research findings have been disseminated throughout mental health 
services, and through related health literature. 
Finally, it was anticipated that the results from this study would provide a quality 
resource for future researchers investigating psychiatric triage practice, and also that this 
project m a y be a catalyst for further research on the topic. 
1.9 Overview of the investigation and the thesis 
The previous sections of this chapter identified the need for research into psychiatric 
triage practice, and established the rationale and aims for the study. The final section of this 
chapter presents an overview of the phases of the research and forthcoming chapters, 
including a brief outline of each chapter content. The investigation was conducted in six 
distinct phases, described in ten chapters that comprise this thesis. Figure 1 (below) presents a 
diagrammatical representation of the organisational structure of the thesis: 
Figure 1: Organisational structure of thesis 
PHASE ONE 
Identifying the need 
for research 
Chapters J & 2 
PHASE T W O 
Developing a 
conceptual framework. 
Chapter 3 
PHASE THREE 
Developing a research 
design 
Chapter 4 i 
PHASE SIX 
-Data presentation and 
analysis 
-Discussion of findings 
-Conclusions and 
recommendations 
Chapters 6, 8, 910 
PHASE FIVE 
Qualitative component 
Methodology: 
Semi-structured 
interviews 
A 
Chapter 7 
PHASE FOUR 
Quantitative 
component 
Methodology: Survey 
Chapter 5 
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1.9.1 Phase One: Introduction 
Phase One of the investigation, presented in Chapters One and T w o of the thesis, 
identified the need for research into psychiatric triage practice in Victoria. The discussion in 
Chapter One presented previous research related to psychiatric triage, defined key terms, and 
provided a rationale and specific aims for the study. 
The discussion in Chapter T w o extended on the literature review commenced in Chapter 
One, and presented an extensive overview of mental health reform in Victoria, including in-
depth discussion on the historical development and processes of mental health reform in 
Victoria that lead to deinstitutionalisation, the implementation of the Mainstreaming and 
Integration policy, and the subsequent development of the triage system. One of the key aims 
of Chapter T w o was to establish continuity between past and present action in mental health 
services (Breitmayer, 1993). Another important aim of the literature review in the second 
chapter was to further define key terms and concepts related to the research topic. The 
definition and exploration of key terms and concepts within the second chapter of the thesis 
provided an effective framework from which to view the current developments in the 
Victorian mental health service. 
1.9.2 Phase T w o : Conceptual Framework 
Phase T w o of the investigation involved locating an appropriate conceptual framework 
to inform and guide the study. Chapter Three argues the case for critical social theory, in 
particular facilitated praxis (Comstock, 1982), as the most appropriate conceptual framework 
for meeting the aims of the present investigation. The discussion includes a comprehensive 
review of the origins, development, and application of critical social theory in social science 
and health research, and concludes with rationales for its use in this study. Issues related to 
the validity, reliability and integrity of the methodology will be discussed within the chapter, 
and critical questions will be raised to highlight the potential problems and weaknesses of the 
theory. 
1.9.3 Phase Three: Developing a research design 
Phase Three of the investigation, described in Chapter Four of the thesis, focused on 
developing a research design that optimises the potential to effectively meet the overall aims 
of the study. The use of methodological triangulation in the overall design of the project, 
incorporating both quantitative and qualitative methods, is critiqued and justified as being the 
most suitable methodological approach for this study. Methodological triangulation is 
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discussed through an extensive review of current related literature on the topic, with the aim 
of clarifying and validating its utilisation in the current investigation. 
1.9.4 Phase Four: Methodology, Quantitative Component 
Phase Four of the investigation, described in Chapter Five of the thesis, entailed 
designing and administering a survey questionnaire that was used as a data collection tool in 
the quantitative component of the study. The focus of the discussion in Chapter Five is on the 
construction and pilot testing of the questionnaire, including description of discussions raised 
in focus group meetings with psychiatric triage nurses that were instigated to formulate 
question content for the questionnaire. The discussion in Chapter Five also describes the 
processes and stages involved in implementing the survey across mental health agencies in 
Victoria, including the process of gaining ethical consent, the plain language statement, and 
the administration of the survey. 
1.9.5 Phase Five: Methodology, Qualitative Component 
Phase Five of the investigation involved developing a semi-structured interview schedule 
that was used as a data collection tool in the qualitative component of the study. The 
procedures associated with this phase of the research are discussed in detail in Chapter Seven 
of the thesis, including the formulation of questions, identifying an appropriate sample, and 
discussion about the interview process itself. 
1.9.6 Phase Six: Findings 
The final phase of the investigation commenced with the reporting of findings from both 
the quantitative and qualitative components of the project, presented in Chapters Six and 
Eight of the thesis. 
The discussion in Chapter Nine of the thesis brings together findings of the survey and 
semi-structured interviews, which are discussed in light of the literature reviewed for the 
study, with the aim of developing an interpretation of the findings that accurately reflects the 
core descriptions, issues and insights raised through the study. 
Finally, the discussion in Chapter Ten presents conclusions drawn from the study, and 
makes recommendations that contribute to the professional development and advancement of 
psychiatric triage nursing. A provisional model for psychiatric triage nursing practice based 
on the foundational descriptive data generated in this study is put forward, and the chapter 
concludes with the researchers final reflections on the project. 
22 
1.10 Summary 
The discussion in this chapter has presented an overview of the current investigation, 
including background information relevant to the study, definition of key terms, and previous 
research on the topic. The aims and rationale for the investigation were also discussed in 
chapter one, with particular focus on the relevance of this investigation to monitoring the 
outcomes of mental health reform, and the ongoing development of mental health nursing. 
The final section of the chapter concluded with an overview of the organisation and structure 
of the research and thesis. 
The discussion in the following chapter presents background information relevant to the 
present investigation, including a detailed historical account of the evolution of mental health 
reform in Victoria, which ultimately gave rise to the triage services model. The discussion in 
Chapter T w o also traces the development of mental health nursing in Victoria from lunatic 
attendants to highly skilled psychiatric triage nurses, and therefore provides context and 
continuity in appreciating and understanding the current position of psychiatric triage nurses. 
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CHAPTER TWO 
MENTAL HEALTH REFORM IN VICTORIA 
2.1 Introduction. 
The discussion in the previous chapter observed that the Victorian mental health system 
is currently emerging from an intensive period of reform that has completely transformed the 
delivery of psychiatric services across the state (Whiteford, 1998). Mental health reform in 
Victoria has given rise to the state-wide closure of large, freestanding psychiatric hospitals 
(deinstitutionalisation), and the complete re-structuring of the delivery of psychiatric care 
(Health and Community Services, 1996a). The reasons for such radical reform to the previous 
system of mental health services are multi-factorial, and must be understood within their 
unique historical, political, and social context. The full implications and outcomes of mental 
health reform in Victoria are still unfolding, however, it is clear that significant changes have 
occurred in all areas of mental health services (Wright, Samuels & Streimer, 1996). 
The preceding chapter identified the need for research that investigates the psychiatric 
triage model of service delivery, and the nursing role within this system, that has developed 
as a result of the restructuring of psychiatric services in the process of deinstitutionalisation. 
The discussion in Chapter One also established the primary aim of the project; to develop a 
clear and comprehensive definition and description of psychiatric triage nursing practice 
across the state of Victoria, and thereby address the present knowledge deficit about this 
important area of mental health nursing practice. Given the lack of Victorian or Australian 
research on psychiatric triage service models and psychiatric triage nursing practice, and the 
relatively few international studies on the topic, the focus of the literature review was on 
locating the Victorian psychiatric triage services model and the concurrent development of 
psychiatric triage practice within the overall context of Victorian mental health reform. The 
aim of the literature review was to gain insight and understanding into the processes of reform 
that led to the development of the present model for mental health service delivery in 
Victoria, in which psychiatric triage plays an integral role. 
Preliminary investigation by the researcher into the origins and development of the 
psychiatric triage service model and psychiatric triage nursing in Victoria yielded very little 
specific information on the topic, however this initial enquiry strongly indicated that the 
origins and development of the model were fundamentally linked to wider mental health 
reform in the state that has developed incrementally over a long period of time. Hazelton 
(1999), and Meehan (1995) confirmed that mental health reform in Australia is rooted in a 
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myriad of historical, political, socio-economic, and ideological processes that have all served 
to shape mental health reform to its present configuration. In order to understand and explain 
the present models for psychiatric service delivery in Victoria, it was necessary for the 
researcher to revisit the past and investigate the conditions that were antecedent for 
deinstitutionalisation, the Mainstreaming policy, and subsequent development of the triage 
services model. 
Understanding the position of psychiatric triage nurses within the current framework for 
mental health service delivery has also required the researcher to investigate the professional 
development of mental health nursing in Victoria. The aim of this aspect of the investigation 
was to examine h o w psychiatric nurses, w h o in the past have provided mainly custodial care 
in medically dominated institutions (Clinton, 2001) have transcended their formerly 
subjugated positions to n o w occupy roles such as triage, which traverse traditional medical 
domains such as initial assessment, diagnosis and admission. It is very difficult to appreciate 
the enormous transformation in professional development, status, roles, and responsibilities 
that current mental health nursing practices such as triage represent, without first 
understanding, and making comparisons with past conditions. Nursing theorists appear united 
in the premise that nursing is firmly embedded in its historical, socio-cultural, and political 
past, and discuss the benefits of subjecting past and present actions to scholarly critique 
(Allen, 1985; Allen, 1986; Benner, 1984; Brown, 1989; M a c Pherson, 1985; Street, 1991; 
Thompson, 1987). 
The following section of the literature review presents a detailed overview of the 
development and processes of reform in Victorian mental health services since their inception 
in the mid 1800's, through to the present day framework for service delivery. The discussion 
also traces the historical development of psychiatric nursing from within the context of the 
overall development of mental health services in the state. The complex reasons behind 
deinstitutionalisation and the implementation of the current psychiatric service model, 
including psychiatric triage, will be explored in depth; including the historical, political, and 
social climate in which the concept developed. 
The historical section of the thesis is necessarily detailed and thorough. Throughout the 
process of the literature review the researcher noted a lack of pre-existing studies that 
comprehensively outline the evolution of mental health reform in Victoria through to the 
present time. The researcher also identified a lack of studies that detail the history of mental 
health nursing in Victoria through to the current models of practice. The historical overview 
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presented in this thesis not only provides a comprehensive historical, political, and social 
framework from which to better understand the present investigation, but also makes a 
substantial contribution to under-researched areas of Victorian mental health. 
2.2 The origins of mental health services in Victoria. 
At the time of Melbourne's early settlement the mentally ill, or lunatics as they were then 
known, were housed in the Melbourne Gaol at Port Phillip (Brothers, 1957a). During the late 
19th century, lunacy was treated as a crime, and those found guilty of lunacy were imprisoned 
(Benson, 1997; Reischel, 2001). Thus, the penal institutions in Victoria played a significant 
role in managing the mentally ill from 1837 to 1848, and again during the 1860's due to 
severe overcrowding in the asylums at that time (Murphy & Hodges, 1993). 
By 1841 Victoria's population had expanded significantly, and the need for a separate 
state facility for the treatment of the mentally ill became apparent (Brothers, 1957a). 
Newspapers of the time identified problems related to the housing of lunatics in the city gaol, 
citing maniacal laughter as causing disturbance and upset to nearby residents, and the media 
focus on the lack of mental health services prompted the establishment of the first Victorian 
mental health facility (Brothers, 1957a). 
The beginnings of mental health reform in Victoria can be traced back to the creation of 
the first mental asylum at Yarra Bend in Melbourne in 1848 (Brothers, 1957a; Reischel, 
2001). The acknowledgement that gaol was not a suitable environment for caring for the 
mentally ill marked the beginning of a community and government concern with mental 
health issues. In order to better understand the significance of early mental health reform, it is 
important to have a clear picture of what conditions were like in Victorian mental hospitals in 
their infancy. The following passages provide descriptive accounts of conditions and early 
reform that occurred during the first 100 years of Victoria's mental health services, from 1848 
to the 1950s. 
2.3 The asylum era 
The original design of Yarra Bend Asylum strongly resembled a prison, with fortress-like 
walls, bars on the windows, and a bleak atmosphere of crowded confinement and 
incarceration (Brothers, 1957a; Dax, 1961). At the time of its opening, Yarra Bend Asylum 
was a single-storied, bluestone building that initially accommodated 33 male and 30 female 
patients, and employed two male and two female attendants to care for the inmates (Brothers, 
1957a). Within a short period of its opening, Yarra Bend Asylum was already experiencing 
chronic overcrowding, despite extra buildings being added to the hospital's original structure, 
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and plans were underway to build another mental hospital at K e w in metropolitan Melbourne 
(Ellery, 1956). 
Although Yarra Bend Asylum opened in 1848, it was not until 1851 that the first resident 
medical officer Dr. Thomas Embling was appointed (Brothers, 1957a). Brothers (1957a) 
implied that the first year of Yarra Bend's opening was plagued by conflict centred on a 
question of authority over the Asylum, the inference being that the Victorian Governor 
Latrobe was exercising authority over the Victorian mental health service prior to the July 
1949 official N.S.W parliamentary decision to invest Latrobe with such power. The 
aforementioned conflict gave rise to the establishment of a board of management entitled the 
Lunacy Department, which was comprised of the Colonial Surgeon, the Superintendent, and a 
visiting Magistrate (Brothers, 1957a). The establishment of the Lunacy Department in 1849 
can be viewed as a significant early mental health reform, in that the Lunacy Department 
developed and implemented the first regulations that prescribed ..."the duties of all 
employees of the asylum" (Brothers, 1957a, p.342). 
By 1851 Yarra Bend Asylum was still experiencing severe overcrowding (Ellery, 1956). 
The newly appointed medical officer (Dr. Embling) was "keenly resented" by both the 
Superintendent and the Colonial Surgeon, which led to a worsening of conditions due to the 
lack of cooperation and collaboration between the parties (Brothers, 1957a, p. 342). The 
Asylum deteriorated to a deplorable state under such management, and in 1852 as a result of 
public demand, a Select Committee of Inquiry was established to investigate conditions at 
Yarra Bend Asylum (Brothers, 1957a). The first ever Inquiry into the conditions for Victorian 
mental patients found that the Superintendent, Colonial Surgeon and visiting Magistrate had 
all been grossly negligent in their duty, and the entire staff of the asylum were dismissed 
(Brothers, 1957a). Brothers made the important observation that the 1852 Inquiry effectively 
put an end to the period of lay control of the mental health service. The recognition that the 
mental health service needed specific management by health professionals rather than 
laypersons was a significant move in the process of early mental health reform. 
Towards the end of 1852 Dr. Robert Bowie was appointed to the newly created position 
of Surgeon Superintendent, and despite assurances by Latrobe that he would be given 
complete authority over the Lunacy Department, he was made accountable to the Colonial 
Surgeon, Dr. William McCrea (Brothers, 1957a). Bowie unfortunately suffered similar 
problems to those encountered by his predecessor Dr. Embling, in that his relationship with 
the Colonial Surgeon was fraught with conflict, which effectively reduced his ability to 
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introduce much needed reform (Brothers, 1957a). Despite the contentious management issues 
to which Bowie was subject during his time as Surgeon Superintendent, he managed to effect 
some positive change in the department (Brothers, 1957a). Bowie was effective in raising 
awareness of mental health issues with the public through the media, and it was due to his 
influence that in 1853 the first Board of Official Visitors was formed in 1853 (Brothers, 
1962). The role of the Official Visitors was to make regular visits to the asylum and report on 
management and conditions (Brothers, 1957a). The ongoing conflict between McCrea and 
Bowie resulted in the appointment of a Board of Inquiry in 1854 to investigate the problems 
apparent at Yarra Bend Asylum, the outcome of which was the recommendation to condemn 
Yarra Bend entirely and build a new, larger mental hospital (Brothers, 1957a). 
Despite the recommendations of the 1854 Board of Inquiry to build a new mental 
hospital, no action was taken until the late 1860's when work commenced on K e w Asylum, 
which did not open until 1871 (Ellery, 1956). The problems at Yarra Bend Asylum between 
Bowie and McCrea continued to escalate to the point where during the years 1858 and 1859 
items began to appear in the media regarding the "anomalous state of affairs existing in the 
institution" (Brothers, 1957a, p.343). Once again, the level of conflict in the mental health 
department rose to such an extent that in 1862 a Committee of the Legislative Assembly was 
appointed to investigate the situation in the asylum (Brothers, 1962). The media of the time 
printed damning articles about Bowie and the management of the asylum, and raised 
allegations of cruelty and inhuman methods of restraint used in the management of the 
inmates (Brothers, 1957a). The 1862 Inquiry found McCrea guilty of interfering in the 
management of the asylum, and both Bowie and McCrea were dismissed from the Victorian 
mental health service (Brothers, 1957a). The 1862 Inquiry also noted the appalling conditions 
and overcrowding at Yarra Bend Asylum (Dax, 1961). B y 1862 there were 850 inmates in a 
facility originally designed to accommodate 65 inmates (Brothers, 1957a). The 1862 Inquiry 
strongly recommended that K e w Asylum be finished and opened immediately, and that two 
new asylums in Ararat and Beechworth be erected to cope with the rise in the mentally ill 
population that was occurring in the goldfield areas (Brothers, 1957a, Dax, 1961). 
In 1863 the Victorian mental health service came under the management of Dr. Edward 
Paley in the position of Surgeon Superintendent (Brothers, 1957a). In 1876 a new Lunacy 
Statute was introduced which was to have both positive and negative effects on mental health 
reform (Brothers, 1957a). The Lunacy Statute of 1876 initiated significant positive early 
mental health reform with the introduction of Trial Leave for improved patients (Brothers, 
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1957a). The idea that mental patients could improve enough to be granted Trial Leave was 
certainly novel for the time, this being the first example of the possibility of rehabilitation for 
mental patients since the inception of the service. Paley was also a strong campaigner for 
mental patients, harmless chronics, to be allowed to live in boarding houses outside the 
institution, an innovative idea that had already been successfully tried in England, but was not 
to be implemented during Paley's management of the service (Brothers, 1957a. p.344). In 
1873 under Paley's management, country general hospitals in Geelong, Bendigo, Castlemaine 
and Woods Point began to provide services for the mentally ill (Brothers, 1957a; Reischel, 
2001). The belief that mental health services should be accessible regionally across the State 
of Victoria reflects truly visionary thinking on the part of Paley, given that more than one 
hundred years later the idea of a regionalised mental health service underpins the framework 
for the current model for the delivery of mental health services (Office of Psychiatric 
Services, 1987). 
Following Paley's management of Victorian mental health services, Dr. Thomas Dick, a 
former Collins Street Gaol manager, was appointed to the position of Surgeon Superintendent 
(Brothers, 1957a). Dick was in the unfortunate position of having taken over a very depleted, 
overcrowded, and grossly insufficient mental health service that reflected the difficulties of 
the previous management (Brothers, 1957a). A grand inquiry, the Zox Inquiry of 1882, was 
undertaken in the same year that Dick took control of the service to once again investigate 
reports of deteriorating conditions in the mental health service (Brothers, 1957a). 
The Zox Inquiry of 1882 made several important recommendations towards the 
improvement of mental health services, including most importantly, an end to the political 
control of the Lunacy Department and the formulation of a commission to govern and control 
asylums (Brothers, 1957a). The Zox Inquiry also recommended that inebriates (alcoholics), 
idiots (intellectually disabled) and the criminally insane be admitted to separate purpose built 
institutions, and in the late 1880's such institutions were built at Beaconsfield (inebriates), 
K e w (intellectually disabled), and Ararat (criminally insane) and a new mental hospital was 
also established in the old industrial school at Ballarat in 1892 (Brothers, 1957a, Murphy & 
Hodges, 1993). The establishment of separate services for care of the intellectually disabled, 
the criminally insane and the treatment of alcoholism represents a significant shift from the 
former policy of treating all such clients within the same facility, in that it recognises a 
distinction between clients with different diagnoses and different treatment needs. 
29 
Dick, like his predecessor Paley, also made several recommendations for mental health 
reform, including support for Paley's idea that stable patients should be able to live in the 
community as voluntary boarders, however this idea was not realised during Dick's 
management of the service (Brothers, 1957a). Although Dick's management of the Victorian 
mental health service was relatively brief, a considerable amount of improvement to the 
service was achieved during mis time, and many of Dicks ideas were well regarded enough to 
be implemented by his successors. 
In 1894 Dr. James McCreery was appointed to head the Victorian Lunacy Department 
(Brothers, 1962). McCreery experienced similar difficulties as his predecessors in trying to 
improve conditions within the service, and strongly recommended that control of the mental 
health service be incorporated into the one authority, rather than be divided between separate 
authorities. McCreery also recommended that the Federal Government appoint 
Commissioners in Lunacy to monitor the standards and conditions of mental hospitals across 
Australia with the specific aim of establishing consistency and uniformity in the delivery of 
mental health care (Brothers, 1957a). McCreery's recommendations were not implemented 
during his time as head of the Lunacy Department, and with little available resources, he was 
unable to effect any real improvements within the service (Brothers, 1957a). 
The ongoing problems and conflict within Victoria's mental health service eventually 
reached the point where in late 1904, the state Government sought assistance from England to 
provide expertise and direction with which to improve the service (Brothers, 1957a). In 1905 
Dr. W.E. Jones was appointed to the newly created position of Inspector General of mental 
health services, which were at this time renamed from the Lunacy Department to the Mental 
Hygiene Department (Brothers, 1962). Unlike his predecessors, Jones was given complete 
authority over the department as well as much needed extra funding, which enabled him to 
make many important changes to the mental health service (Brothers, 1957a). 
At the time of Jones' appointment, the Victorian Mental Hygiene Department consisted 
of six asylums that accommodated 4,768 mental patients, and employed six Medical 
Superintendents, eight Medical Officers, a dispenser, and a very small number of nurses 
(Jones, 1939a). Jones (1939a, p.252) described the mental health service in 1905 as being in a 
very "unhappy state", with ..."a sad lack of harmonious cooperation". Severe staff shortages, 
lack of training and research, squalid conditions (including dim gas lighting, no water-borne 
sewage, insufficiency of water, no telephones, defective locks, and open fires for heating and 
30 
laundering) inspired Jones to put into action an ambitious programme to transform mental 
health services (Jones, 1939a, p.254). 
In the role of Inspector General, Jones was required to report the outcome of his 
assessment of the Mental Hygiene Department to the Bent State Government (Bent Inquiry 
1905, in Jones, 1939a). Jones (1939a) put forward strong recommendations in the Bent 
Inquiry for the further development and improvement of the Mental Hygiene Department, and 
managed to succeed where his predecessors had failed in implementing significant positive 
mental health reform (Jones, 1939a). Following Jones' recommendations to the Bent Inquiry, 
the state Government allocated land (Mont Park and Bundoora) to the Mental Hygiene 
Department for the purpose of expanding the mental health service (Jones, 1939a). Jones also 
secured a commitment from the state Government to provide an annual sum of 50,000 pounds 
for mental health services, and made many improvements to the existing services such as 
extension, renovation and provision of sewage and lighting (Jones, 1939a). 
By 1914 severe ongoing drought and the onset of World War 1 ( W W 1 ) had pushed 
Victoria into another economic depression, and resources such as land and personnel were 
redirected from mental health services to be utilized by the war effort (Jones, 1939a). Work 
continued on establishing the new mental hospitals at Mont Park and Bundoora, but these 
hospitals were now being developed with the specific aim of providing psychiatric treatment 
for military personnel (Jones, 1939a; Reischel, 2001). Some existing mental health services 
such as Janefield Idiot Asylum and Royal Park Receiving House were also given over for use 
as military hospitals (Jones, 1939a). Jones suggested that in many ways, the cooperative 
relationship between the Department of Defence and the Mental Hygiene Department during 
W.W.I resulted in positive outcomes for mental health, such as funding to complete Mont 
Park hospital, and greater awareness of the need for specialist mental health practitioners. 
In 1914 the Lunacy Act was proclaimed, and this legislation was to have important and 
far-reaching ramifications for the development of the Victorian mental health service and 
mental health reform in general (Jones, 1939a). The Lunacy Act of 1914 allowed for the 
establishment of a voluntary boarder system, whereby stable clients were permitted to board 
outside the hospital (Jones, 1939a). The introduction of the voluntary boarder system 
confirms the wisdom and foresight of both Paley and Dick, who believed that not all mental 
patients require permanent institutionalisation. Whilst the introduction of the voluntary 
boarder system was undoubtedly a key mental health reform, the researcher raises the critical 
question of whether the Government of the time was motivated by altruism or economic 
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concerns. The voluntary boarder system clearly provided a potential remedy for the ongoing 
problems of overcrowding, and m a y also have been seen as an opportunity to reduce 
expenditure by reducing the number of hospitalised mental patients. Jones (1939a) observed 
that over a 20-year period from its inception, the boarding out system enabled the discharge 
rate of mental patients to reach 80 percent. 
Until the introduction of the Lunacy Act in 1914, all admissions to mental hospitals were 
made on an involuntary basis (Jones, 1939a). The Act made provision for clients to be 
admitted to and discharged from mental hospitals on a voluntary basis, which was a radical 
step forward in the evolution of mental health reform (Jones, 1939a). The notion that it was 
possible to treat mental patients in a less restrictive manner seemed to underpin the creation 
of a voluntary status for mental patients, and also appears to reflect a changing worldview 
with regards to the mentally ill. Under Jones' management of the mental health service a 
much more humanistic treatment approach towards the mentally ill developed, and by the late 
1920's Jones had introduced an open door policy that permitted some mental patients to be 
cared for in unlocked wards (Jones, 1939a). 
In the late 1920's, based on outcomes from British research, the first drug therapies were 
introduced in Victorian mental hospitals for the treatment of the mentally ill; Tryparsamide 
was used in the treatment of syphilis and general paralysis of the insane, of which there was a 
high incidence following W.W.I, and insulin therapy was introduced for the treatment of 
dementia praecox (schizophrenia) (Jones, 1939b). The introduction of treatment for Victorian 
mental patients as opposed to purely custodial care was in itself a significant aspect of mental 
health reform. Jones (1939b, p.290) observed a vast decline in the mortality rate of mental 
patients as a result of drug therapy, and also noted that the introduction of treatment for 
mental patients gave rise to a more .. ."optimistic view of psychiatric endeavour". 
2.4 The mental hospital era 
In 1934, an amendment was made to the original Lunacy Act of 1905 to reclassify 
asylums as mental hospitals (Murphy & Hodges, 1993). B y the 1930's, the notion that mental 
illness has a psychological as well as physiological dimension was known in Europe due to 
the work of Janet, Freud, Jung and Adler (Busfield, 1986). Jones (1939a) introduced the 
principals of psychology to Victorian psychiatry and general medicine through a series of 
scholarly lectures, and made the recommendation that psychology should be included m the 
medical curriculum. Jones (1939b) believed that the treatment of mental illness should 
include social and psychological care in conjunction with drug therapy, and subsequently 
32 
psychotherapy and occupational therapy were incorporated in the treatment of mental 
patients. Jones (1939b) also recommended that social workers and agencies for social 
betterment be incorporated in the treatment of mental illness. 
Jones (1939b) attempted to forge strong links between general medicine and psychiatry 
by introducing education aimed at debunking myths and stereotypes about mental illness that 
were prevalent in both the medical and general community at the time. The following quote 
reflects Jones' (1939b, p.294) desire to develop a more unified relationship between general 
medicine and psychiatry; " I have the greatest hope and belief that w e shall shortly see a 
drawing together of the general hospital and the mental hospital". Jones' ideas for a unified 
health service show much foresight and in many ways can be seen as a seminal influence on 
the development of the Mainstreaming and Integration policy. Jones' (1939b) contributions 
to early Victorian mental health reform were numerous and in many senses revolutionary, 
with mental patients enjoying greater liberty and care than ever before and staff working in 
much improved conditions. 
Despite the positive influences of Jones' enlightened thinking on the Victorian mental 
health service, economic recession in the 1930's saw the mental health budget again plummet 
(Dax, 1961; Ellery, 1956). Very little money was spent on mental health services during the 
1930's and 1940's, and the Mental Hygiene Department entered another period of gross 
neglect and deterioration (Dax, 1961; Ellery, 1956; Reischel, 2001). The period from the 
1930's to the 1950's in the Victorian mental health service is marked by an absence of any 
significant change or reform, as well as a paucity of research and documentation about the 
state of the Mental Hygiene at this time. Ellery (1956) described this period in the history of 
the Victorian mental health service as being a period of extreme stagnation, where a general 
apathy had descended upon the Department, and existing amenities had deteriorated to 
appalling levels due to a cessation of maintenance and lack of funds. 
Ellery (1956) painted a grim picture of conditions in Victorian mental hospitals in the 
1940's, describing them as deplorable. This period was characterised by chronic staff 
shortage, unsanitary conditions, and once again, severe overcrowding (Ellery, 1956). From 
1940 to 1950 there were 1,500 more hospitalised mental patients than there were beds in 
which to accommodate them (Ellery, 1956). Dax (1961) described the despair he experienced 
observing hundreds of mental patients in ill-fitting clothing walking aimlessly around 
concrete or bare-earthed airing yards surrounded by high fences. The stench in the mental 
hospitals was described as intolerable, with chamber pots stored where food was prepared, 
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and urine and faeces soaked (straw filled) mattresses crowding the available floor space in the 
wards (Ellery, 1958). Washing facilities were inadequate, toilets were without seats and in a 
total state of disrepair, and mental patients commonly suffered infections as a result of 
insanitation (Ellery, 1958). At the end of the 1940's, the Victorian mental health service had 
endured two wars and several economic depressions and was sorely in need of attention (Dax, 
1961). 
Inevitably both the public and the media became aware of the problems in the Mental 
Hygiene Department, and a series of articles were published in newspapers highlighting the 
state of deterioration of the mental health service (Dax, 1961). The media campaign appears 
to have prompted the Government into action regarding addressing the problems in the 
mental health service, and in 1948 a Mental Hospital Enquiry Committee was formed to 
report to the Victorian Government on conditions within Victorian mental hospitals (Dax, 
1961). In 1949 the Government also commissioned the services of Professor Alexander 
Kennedy (a visiting psychiatrist) to investigate the problems within the Mental Hygiene 
Department (Dax, 1961). The outcomes of the Mental Hospital Enquiry highlighted the need 
for mental health reform, and were instrumental in precipitating a significant shift in 
approaches to managing the mentally ill, that can be viewed as the beginning of the m o d e m 
era of mental health care in Victoria. 
2.5 Summary 
In summary, early mental health reform was characteristically borne out of conflict, 
power snuggles, and adverse social and environmental conditions that inevitably led to 
formal investigation and public outcry. Reform was also influenced strongly by overseas 
trends, in particular the British system of mental health care and humanistic literature that 
began to emerge during the 1930's. The historical overview presented in the previous section 
provides an insight into the patterns and process of change in Victorian mental health 
services, which began with the imprisonment of the mentally ill, and eventually resulted in 
the development of state-wide mental health services. The historical perspective also provides 
continuity and establishes a context from which to understand the necessity and relevance of 
m o d e m mental health reform. 
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2.6 The modern era of mental health reform in Victoria 
The m o d e m era of mental health reform in Victoria, from the 1950's to the present time, 
opens with what now appears to be a characteristic pattern of public and media concern with 
mental health issues, leading to an enquiry, and resulting in reform. The Kennedy Report 
(1950) essentially upheld the findings of the Mental Hospital Enquiry Committee of 1948 that 
found conditions within mental hospitals as being inhumane and requiring urgent attention 
(Dax, 1961). The Kennedy Report (1950) was damning of the Victorian mental health 
service, and suggested that mental hospital standards be raised to the level of those in general 
hospitals. As a result of the recommendations of the Kennedy Report a new Mental Hygiene 
Act was proclaimed in 1950 and a Mental Hygiene Authority was appointed (Dax, 1961). 
Eric Cunningham Dax was appointed as chairman of the Mental Hygiene Authority and a 
new era in Victorian psychiatry began (Krupinski, Mackenzie & Banchevska, 1981). Funding 
was not immediately made available to carry out the repair and renovation recommended by 
the Report, but efforts were made to clean and reorganize mental hospitals more effectively 
(Dax, 1956). One of the recommendations of the Report that was acted on promptly was the 
abolishment of many forms of mechanical restraint that had been previously used in mental 
hospitals such as straight jackets and padded cells (Dax, 1961). Dax (1961, p.25) observed 
that one of the outcomes of the Mental Hygiene Act was that patients were allowed "a great 
deal more freedom" than in the past. 
In 1951, Royal Park Receiving House, a private military mental hospital, was taken over 
by the Mental Hygiene Authority and refurbished for the purposes of establishing a 
metropolitan mental hospital in Melbourne (Dax, 1961). The opening of Royal Park Mental 
Hospital in many ways appears to mark the beginning of m o d e m psychiatric treatment in 
Victoria. Patients were encouraged to wear their own clothing instead of uniforms, walls and 
fences were pulled down, social workers and occupational therapists were employed, and a 
concern with institutionalisation began to surface in the philosophy of psychiatric care (Dax, 
1961). Institutionalisation can be defined as the chronic loss of individuality, spontaneity, 
motivation and ability for independent decision-making that mental patients often experience 
as a result of long-term hospitalization (Prior, 1993, Scull, 1984). 
In 1952, the recognition that long-term institutional care may be counter-therapeutic 
reflects a marked shift from the former philosophy of treatment of the mentally ill, which was 
based on the idea that mental patients were incurable and therefore incapable of living within 
the society. The introduction of psychotrophic or neuroleptic medication (Chlorpromazine) 
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for the treatment of mental disorders such as schizophrenia and mania in Australia in the 
1950's had a huge impact on the reform of mental health care and service provision (Cawte, 
1998, Healy, 1992). Psychotrophic medication enabled many mental patients the possibility 
of a life independent from the hospital, and the availability and efficacy of this new treatment 
option played an important role in the development of early ideas for a community- based 
model of care (Dax, 1961, Healy, 1992). The revolutionary discovery of Lithium Carbonate 
as an effective treatment for Bipolar M o o d Disorder by Dr. John Cade in Victoria in 1945 
also greatly improved the outlook for treating the mentally ill outside the institution (Cade, 
1979; Reischel, 2001). 
2.7 Deinstitutionalisation: The history of Mainstreaming and Integration. 
Although many significant gains in mental health reform in Victoria were made during 
the 1950's, psychiatric care remained largely custodial, delivered in large freestanding 
institutions that were overcrowded and in poor condition (Welch, 1992). Mental hospitals in 
Victoria were historically quite separate from mainstream general health, generally built in 
locations that maintain distance from the rest of society (Australian Ministers for Health, 
1992). The trend to build mental hospitals in isolated geographical environments developed 
from the early view of mental patients as incurable, dangerous, misfits who needed to be 
isolated from the rest of society (Scull, 1984). Prior (1993) suggested that another motivation 
for building mental hospitals in rural locations m a y have been the traditional belief 
underpinning the concept of asylum; that clean, fresh air and rest promotes and restores 
health. 
The influences of international trends in mental health reform appear to have had 
considerable impact on the direction of deinstitutionalistation in Victoria, as evidenced 
throughout the writings of Dax (1956, 1961). Deinstitutionalisation has been defined by 
Welch (1992) as the closure of large, freestanding psychiatric hospitals and subsequent shift 
of a large proportion of resources, services and primary mental health care to the community. 
In 1946 the United States of America passed the National Mental Health Act, under which the 
Federal Government provided funding to establish community mental health services 
(Accordino, Porter & Morse, 2001). This Act was followed up by the Vocational 
Rehabilitation Act 1948, which provided for community rehabilitation services for the 
mentally ill (Accordino, Porter & Morse, 2001). This early recognition that community -
based mental health m a y be a viable treatment option for the mentally ill illustrated a 
significant shift in traditional Western approaches to mental health care. Sedwick (1982) 
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suggested that the more democratic view towards the treatment of the mentally ill in both the 
United States and Britain at this time emerged in the post World W a r T w o era, influenced by 
a more socially oriented psychiatry that developed during the war. Carpenter (2000) 
concurred, and pointed out that the early Community Mental Health Centres established 
under President Kennedy reflect a reformist post-war social vision of the treatment of the 
mentally ill. B y the mid 1950's, community-based mental health care had taken root in the 
United States, reflected in the passing of the Community Mental Health Services Act 1954, 
and by fact that there were already 1,400 outpatient community mental health services across 
the United States (Accordino, Porter & Morse, 2001). 
The legislative changes and socially reformist views of the U.S government in the 1950s 
can be viewed as seminal influences on m o d e m mental health reform in the West, however, 
the majority of psychiatric patients in the U.S, Europe, and the United Kingdom were still 
treated within large mental hospitals at this time. In the 1950's the World Health 
Organization ( W H O ) began to show more concern for the plight of the mentally ill, and 
W H O documents released at the time portrayed traditional mental hospitals as being 
overbearing, impersonal, and imposing structures in which the individual appears 
insignificant (Baker, Davies & Sivadon, 1959). 
In the late 1950's in Britain and North America, critical literature began to emerge that 
strongly condemned the traditional manner in which mental patients were treated, and played 
an important role in informing the underlying philosophy of deinstitutionalistaion (Healy, 
1992, Prior, 1993). Laing (1959) rejected traditional institutional care for the treatment of 
mental illness, and focused on the humanistic existentialist view that each person is a unique 
individual capable of free choice. Laing proposed that mental patients were denied the 
possibility of finding the true meaning of their experience of mental illness by incarceration in 
mental hospitals. Goshen and Keenan (1959) criticised both the traditional architectural 
design of mental hospitals, and the trend to establish such institutions in isolated geographical 
locations. The traditional asylum was described as too big, too isolated, and too far removed 
from the normal activities of ordinary social life (Goshen & Keenan, 1959). In many respects, 
the criticism of institutionalization and the plight of the mentally ill that emerged in the late 
1950s reflects the general climate of heightened social awareness that was characteristic of 
the time (Prior, 1993). The introduction of the Mental Health Act of 1959 in Britain was an 
acknowledgment of growing concern with the rights of the mentally ill; the Act made 
provision for medically supervised voluntary psychiatric treatment, and emphasized the social 
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rights of the patient, including access to the community. Healy (1992) suggested that critical 
literature of the late 1950's and international mental health legislation had a significant 
impact on ideological thinking regarding the treatment of mental patients in Victoria. 
In 1955 a report on mental health facilities and the needs of Australia was released 
(Stoller, 1955), which once again brought the dilapidated condition of mental health services 
to the fore, and instituted Commonwealth funding of mental health services. The most 
important Victorian mental health reform to emerge in the 1950's was the Mental Health Act 
of 1959 (Dax, 1961). The Mental Health Act (1959) had several key functions; to establish 
legal practices in the treatment of the mentally ill (for example, the process of certification), 
to remove out-dated terms, for example; the term psychiatric hospital replaced receiving 
house, to differentiate between the mentally ill and the intellectually disabled, and to simplify 
the process of admission and discharge (Dax, 1961). Dax (1961, p.142) observed that the 
Mental Health Act (1959) also widened the powers of the Mental Health Authority to ... 
"give opportunities for the community mental health services to be further developed". In 
many respects the Mental Health Act (1959) was an important step forward in developing 
rights for psychiatric patients, in that a specific legal criterion was established for the 
processes of certification, admission, and discharge (Dax, 1961). 
Healy (1992) observed that from the 1950's in Victoria there began a pattern of 
decreasing bed numbers in psychiatric hospitals, and suggested that it was at this time that the 
phenomenon of deinstitutionalisation began in Victoria. In 1952 the first Victorian outpatient 
clinic providing psychiatric care was established (Dax, 1961). Although early psychiatric 
outpatient clinics were located on the premises of the existing mental hospital rather than 
regionally based, the formal acknowledgement that it was possible to treat the mentally ill 
outside the hospital represented a significant advancement in approaches to psychiatric care 
(Dax, 1961). 
Healy (1992) noted that the pattern of bed reduction in Victorian psychiatric hospitals 
continued during the 1960s. Social discourse about the treatment of psychiatric patients also 
continued to flourish during the consciousness raising climate of the 1960's, as evidenced by 
increased media focus on the human rights issues of institutionalisation (Welch, 1992). 
Authors such as Foucault (1965), Kesey (1962), Laing (1961) and Szaz (1960) raised critical 
questions about institutionalization, and also explored the ethics of psychiatric treatments 
such as lobotomy, restraint and electro-convulsive therapy. Goffman (1961) mounted searing 
attacks on the conditions of institutional life for mental patients, describing the appalling 
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social and emotional impact of long-term institutionalisation. Goffrnan (1961) also raised 
critical questions concerning the rights of mental patients, pointing out the imbalance of 
power inherent in the relationship between the institution and the mentally ill. Szasz (1960) 
viewed the whole notion of mental illness as a social myth or construct and 
institutionalization as the expression of society's need to oppress and dominate individuals. 
The 1960's brought a m u c h greater focus on the individual than ever before in the 
treatment of mental patients (Cawte & Brown, 1958, Prior, 1993). A 1960 court decision 
(Shelton vs. Tucker 1960) in the United Sates upheld the notion that involuntary admission to 
a psychiatric hospital must be a last resort, implemented only when it is not possible to treat 
the patient in a less restrictive environment (Kreig, 2001). The emphasis on the least 
restrictive environment in this 1960 ruling was underpinned by a philosophy of greater 
personal freedom for the individual (Kreig, 2001). The influence of this court case and the 
resultant notion of the least restrictive environment are still evident in current perspectives on 
mental health treatment; for example, treating clients in the 'least restrictive environment' is 
the cornerstone of the current Victorian Mental Health Act (Mental Health Act, 1986). 
During the 1960's psychological theories for the aetiology and treatment of mental illness 
were becoming more accepted in mainstream psychiatry in Victoria (Dax, 1961). The 
theoretical work of Freud (1953), Rogers (1951), and Maslow (1968) was well established in 
psychiatry in Europe, and the influence of a more psychological approach to psychiatric 
treatment was evident in the introduction of individual psychotherapy, group therapy, psycho-
analysis, and counseling to institutional psychiatric treatment (Rowen, 1988). In the Victorian 
mental health service at this time a more psychological approach to mental health care was 
also becoming apparent (Dax, 1961). Allied health professionals such as social workers and 
psychologists were employed to work within psychiatric hospitals, and Victorian research 
began to appear which explored psychological basis of mental illness (Stoller, 1981, in 
Krupinski, Mackenzie, & Banchevska, 1981). 
The issues of social injustice in the treatment of the mentally ill as highlighted by 
Goffrnan (1961), Laing (1959), and Szasz (1960) generated considerable interest by the state 
in the need for mental health reform (Healy, 1992). The original concept of 
deinstitutionalisation in Victoria appears to have developed from discussion arising from the 
aforementioned critical literature in the 1950's and 1960's (Welch 1992). Dax's (1961) 
writings indicate that critical discourse about issues such as institutional incarceration and 
other injustices in the treatment of the mentally ill had also begun to appear more frequently 
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in Victorian psychiatry at this time, and this discussion appears to have had a significant 
impact on m o d e m mental health reform in Victoria. Dax's (1961) writing appears to be 
influenced by the critique of institutionalization appearing in overseas literature, and by the 
legislative changes towards community mental health instigated in the United States and 
Britain. Dax's (1961) work reflects a high level of insight and awareness about the problems 
inherent in the Victorian mental health service during the 1950's and 1960's, and offered 
innovative suggestions about h o w to approach mental health reform. 
Dax (1961) espoused the explicit aim of creating a regionalised community-based mental 
health service across Victoria that incorporated a range of services from acute psychiatric care 
to rehabilitation. Dax held the view that mental health care would be more accessible to the 
community, and less socially isolating for patients if treatment was available from regional 
general hospitals within the community. Dax was highly committed to mental health reform 
and introduced many approaches to caring for the mentally ill that were previously untried in 
Victoria, such as a focus on mental health education for patients, families and the community, 
and the development of community-based social services to help meet the needs of the 
mentally ill. Dax's ideas for a community-based regionalised mental health service and 
humanitarian approaches to the treatment of the mentally ill had a significant influence on the 
process of mental health reform in Victoria. In many respects, Dax's (1961) Asylum to 
Community and its vision for a regionalised, community-based Victorian mental health 
service can be viewed as having sewn the seeds for the present Mainstreaming and Integration 
policy. 
During the 1970's the psychological approach to psychiatric care continued, and 
Victorian psychiatric hospitals began to unlock more of their doors and the traditional 
separation of male and female clients began to recede, and a m u c h broader view of the cause 
and treatment of mental illness began to emerge (Kirk & Therrien, 1975). In international 
literature of the time, the idea that the mental patient had rights as an individual continued to 
gain momentum. The writings of Jones (1972) in particular reflect a philosophical viewpoint 
of a more socially democratic treatment of the mentally ill; Jones suggested that the state and 
its manifest institutions should offer the mentally ill neutrality and benevolence, rather than 
social control with the inevitable loss of the right to self-determination. The increased focus 
on the rights of mental patients in the 1970's is clearly reflected in a 1975 United States 
Supreme Court ruling (O'Connor vs. Donaldson), whereby non-dangerous mental patients 
that have been institutionalised involuntarily have the right to be treated or discharged (Krieg, 
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2001). The influence of this American ruling is evident in the current Victorian Mental 
Health Act, which uses the criteria of whether the client is a danger to self or others to 
determine the need for certification (Mental Health Act, 1986). 
The influence of North American discourses around institutionalisation of the mentally in 
the mid- 1970's is clearly reflected in Australian Federal Government mental health polices 
of the late-1970's. The Policy and Planning Division of the Commonwealth Department of 
Health (1978, p. 46) projected a "three wave revolution" in mental health care including; the 
"first revolution", in which the objective was introduce an open-door policy that would 
provide as much freedom as possible for psychiatric patients in the institutional setting; the 
"second revolution", which emphasised the "therapeutic community", that is making changes 
to the hospital environment in order to create a more normalising milieu that encourages 
independence in the patient; and the "third revolution", which introduced the notion of a 
"community-health movement" that acknowledged the importance of a persons environment, 
and reflected an increased trust and respect for the individual to accept responsibility for self. 
The 1970's were not only an important time for developments in more progressive, less 
incarcerating approaches to managing the mentally ill; at a global level, world economies 
were entering a growing oil driven economic crisis that was ultimately to impact on the 
process of deinsitutionalisation (Busfield, 1986; Krieg, 2001; Sedgwick, 1982). In Europe, 
and the United States a policy of economic rationalism began to gain momentum as a 
potential strategy to the worsening global economic crisis, and early models for a leaner, 
more cost effective model of health care began to emerge (Brenner, 1973; Prior, 1989; 
Thornicroft & Bebbington, 1989). In the mid 1970's Britain released the Better Services for 
the Mentally III policy, which emphasised massive mental health bed reductions with the 
eventual aim of mental hospital closure, and by the mid 1980's thirty-eight mental hospitals 
had already been decommissioned, with a further thirty-eight closed between 1989 and 1995 
(Craig & T i m m s , 1992). 
Mental health bed reduction and psychiatric hospital closure in the United States also 
peaked during the mid 1970's, and was hastened and abetted by the introduction of federal 
Medicaid and Medicare programs that provided assistance for clients to live in the community 
(Accordino, Porter, & Morse, 2001). B y the end of the 1970's in the U.S there were over 500 
community mental health centres established to care for the mentally ill, and inpatient 
numbers were heavily reduced (Accordino et al. 2001). B y 1981 the number of community-
based mental health centers across the U.S was 758, the large increase in community services 
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indicative of the rapid progress of deinstitutionalisation in the U.S during that period 
(Accordino, et al. 2001). 
By the late 1970's deinstitutionalisation and community-based approaches to managing 
the mentally ill were developing in Europe (Carpenter, 2000). The Italian approach to 
deinstitutionahsation in the late 1970's and early 1980's has been widely discussed, 
especially in relation to Trieste, where the process of deinstitutionalisation was conducted 
with a high degree of community consultation and collaborative planning with the mental 
health workforce (Goodwin, 1997; Ramon, 1983). Deinstitutionalisation in Italy has been 
described as having been underpinned by left humanist philosophies, and fuelled by political 
ideology that confronts conservative political regimes, under which the previous approaches 
to treatment of the mentally ill had been manifest (Carpenter, 2000). Other European 
countries such as Sweden and Germany were late to deinstitutionalise, which Carpenter 
(2000) attributes to wider political, ideological, and economic context surrounding the issue 
at that time. Carpenter (2000) observed how the deinstitutionalisation process in Western 
countries has been integrally embedded in the wider political, economic, and social context 
and discourses. 
In 1978 the Australian Commonwealth Department of Health released a review of mental 
health care discussion paper that introduced the possibility of disposing of psychiatric 
hospitals; ... "Disposal might be seen as a drastic measure, but maybe necessary where all 
other possibilities are not appropriate" (Policy and Planning Division Commonwealth 
Department of Health, 1978, p.46). The discussion paper highlighted issues related to the 
institutionalisation of the mentally ill, the stigma surrounding mental illness, and supported 
the relocation of acute psychiatric services to units within the general hospital (Policy and 
Planning Division Commonwealth Department of Health, 1978). 
The global economic crisis that had begun in the 1970's was still exerting considerable 
pressure on world economies during the 1980's (Sax, 1984). The increased focus on the costs 
of healthcare by Western countries during the 1980's gave rise to further rationalisation of 
programs in health, and influenced the pace of deinstitutionalisation in many Western 
countries (Carpenter, 2000; Healy, 1992). B y the 1980's Australia too had adopted a policy of 
economic rationalism (Gardner & McCoppin, 1989; Sax, 1984), and plans for state-wide 
psychiatric hospital closure were underway (Healy, 1992). 
Pusey (1991) observed that the dominant discourse within the key economic divisions of 
the Federal Government during the early 1980's was economic rationalism, and Hazelton 
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(1993) further noted that the concept gained considerable credibility across various levels of 
public administration at the time, including health. Hazelton (1993, p. 144) also noted .."In 
social-political terms the process of deinstitutionalising mental health services in Australia 
has coincided with a period of economic 'hard times'. This has meant that the social reform 
impetus within deinstitutionalisation has been accompanied by pressures for cost-cutting and 
associated managerial reform". The view that deinstitutionalisation was really economic 
rationalism in the guise of altruism was put forward by several mental health commentators 
of the time. Bacharach (1989), Skull (1984), and Busfield (1986) argued that 
deinstitutionahsation offered a method of cost cutting and reductionism in mental health that 
could be conveniently rationalised by the ideologically sound social policy of decarceration of 
the mentally ill. A n issue that raised a considerable amount of criticism was one of the key 
assumptions of deinstitutionalisation; that the community would shoulder the responsibility 
for mental health care (Bacharach, 1989; Brown 1985; Skull, 1984). 
By the 1980's, the model for an integrated, area-based mental health service as 
envisioned by Dax (1961) had become a world standard in psychiatric care (Healy, 1992). 
However, up until the mid 1980's in Victoria, there had been very little development of 
community based psychiatric services, in fact the community service mainly consisted of a 
small number of nurses going out from hospitals each day to provide follow-up service to 
discharged patients (Regionalisation Task Force, 1984). In 1987 the first Victorian psychiatric 
hospital Willsmere, formerly K e w mental hospital, was decommissioned, and this was to 
mark the beginning of a complete change to the direction of mental health services in Victoria 
(Healy, 1992). Raphael (1984) pointed out in a report to the Australian government that 
community psychiatric services were entirely insufficient to successfully manage a move to 
the community at that time, however, the process of change was well established and the 
business of hospital closure continued throughout the 1980's. Hazelton (1999) was critical 
about the lack of foresight, appropriate planning, and preparation of the community in the 
process of deinstitutionalisation in Australia, and argued that international research on the 
outcomes of deinstitutionalisation in Europe and the United States was available at the time, 
but clearly not utilised by policy makers to prevent some of the difficulties experienced 
internationally such as the criminalisation of the mentally ill, homelessness, and general 
disenfranchisement of significant key stakeholders. 
In 1986 the Mental Health Act of 1959 was amended to include significant reforms that 
reflected the changing attitudes towards the mentally ill (Hoult & Burchmore, 1994). The 
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Mental Health Act of 1986 determined that patients should be treated in as least restrictive 
manner as possible, and issues of informed consent were also highlighted (The Mental Health 
Act, 1986). The Act also made provision for a community-based treatment order, which 
essentially allowed psychiatric patients to be legally treated against their own will in the 
community as opposed to the hospital (The Mental Health Act, 1986). The 1986 amendments 
to the Mental Health Act in many regards determined how clients 'should' be treated, and 
guidelines set forth in the Act have since underpinned the legal and philosophical treatment of 
the mentally ill (Healy, 1992). 
2.8 The current era 
In 1991 the Victorian Government introduced the policy of Mainstreaming and 
Integration, which provided for the development of a specialist network of community mental 
health programs, the closure of stand alone psychiatric hospitals, and the integration of 
psychiatric services within general hospitals (Office of Psychiatric Services, 1992). In April 
1992 the Australian Government released The National Mental Health Plan, which 
confirmed the establishment of a regionalised mental health service, advocated the continued 
decommissioning of stand alone psychiatric hospitals, called for further development of 
community-based services, and introduced the gate-keeping model as the primary interface 
between the consumer and mental health services (Australian Health Ministers, 1992; 
Australian Health Ministers Advisory Council, 1997) 
By the end of 1992 it was becoming apparent that Victoria's community mental health 
services were ill equipped to cope with the sudden influx of formerly institutionalised mental 
health clients into the community (Burdekin, 1993). In 1992 the Victorian Government 
commissioned an inquiry to investigate the conditions in Victoria's mental health services, 
and the resultant Burdekin Report (1993) painted a damning picture of both community and 
institutional psychiatric services. Following Burdekin's report, scathing attacks on Victorian 
psychiatric services began to appear in the media, and several discussion papers emerged with 
strategies for dealing with an over-burdened, ill prepared community mental health service 
(Hoult & Burchmore, 1994). It is interesting to note the similarities between m o d e m patterns 
and processes of reform, and those from the past; that is, it would appear that historically in 
Victoria, reform has followed on the tide of enquiries, investigations, and public and media 
scandal and outcry. Certainly this appeared to be the case following the Burdekin Report 
(1993), where once again the media and public attention seemed to hasten the process of 
mental health reform. 
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One of the features of 1990's mental health reformist policies such as the National 
Mental Health Plan of 1992 (Australian Health ministers, 1992) was the proposed role of a 
diverse range of government and non-government health/social organisations working in a 
coordinated manner in providing community services for the mentally ill. The strategy the 
government adopted in establishing community-based agencies to support the mentally ill in 
the community was to introduce market styled competition in the provision of health and 
social services (Davis, 1992; Hazelton, 1999). The main premise supporting this measure was 
that a more efficient provision of healthcare would result from forcing providers to compete 
for purchasers business (Hazelton, 1999). 
One of the main outcomes of the influence of economic rationalist policies in health has 
been the view that health, that is, the various manifestations of the healthcare system, should 
be arranged and managed according to the principles of managing a business, corporation, or 
industry (Davis, 1992; Grace, 1991; Hazelton, 1999). Health and Community Services (1996, 
p. 37) clearly reflected this viewpoint in framework documents, as the following quotation 
from a discussion on the next level of change in mental health service provision illustrates; 
"The next steps will bring a business-like approach to the planning, purchasing and providing 
of those services." Another notable indication of the 'business-like' approach to healthcare 
was in the change to key health terminology throughout the literature of the 1990's (Health 
and Community Services, 1996b). The most obvious example of this was the substitution of 
the expression patient, the traditional term used to denote the recipient of healthcare, for 
client, and then, consumer, and far greater emphasis on business-like, quantitative 
terminology to rationalise service provision also began to appear, for example; terms such as 
key performance indicators, and output measurement, became more commonplace. Lather 
(1988) observed h o w language inherently carries meaning about a culture, and the 
governmental dialogue around mental health service provision in the 1990's was clearly 
reflective of a growing public health culture based on a corporate worldview. 
The enterprisation (Hazelton, 1999) of healthcare has resulted in large-scale 
rationalisation of health services, with a focus on efficiency, cost cutting, quantification, and 
production (Davis, 1992; Gardner in Gardner, 1989; Health and Community Services, 1996a). 
The introduction of purchaser-provider arrangements for the provision of mental health 
services, whereby community health/social services are tendered for in a competitive process, 
was proposed to provide a better deal for all Victorians mental health consumers (Health and 
Community Services, 1996a). It is not clearly stated in the literature how this arrangement 
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would benefit consumers, other than non-specific rhetoric about improving the .. ."range and 
spread of services" (Health and Community Services, 1996a, p.37). A concerning omission 
from the governmental documents related to purchaser-provider arrangements was issues 
around accountability. There is no statement throughout the literature that specifies how 
quality assurance will be attained across the range of services. 
In many regards, the aforementioned policies appear to have been based on several 
assumptions; a. the community (including health/social agencies) was well enough resourced 
to manage the needs of the mentally ill; b. the community understood the intentions and 
directions of the National Mental Health Plan and Mental Health Strategy, and was able to 
implement them (Hazelton, 1999), and c. the community agencies were willing and able to 
work co-operatively as group of specialist networks to provide the necessary coordinated and 
integrated services. Critical reflection on aspects of Victorian mental health reformist polices 
such as the aforementioned assumptions, led the researcher to question: a. whether the 
policies were overly idealistic in their expectations of the community, and b. were the policies 
in fact geared towards developing an accessible, equitable, mental health service. 
At the present time Victoria's mental health services are fully regionalised, and the last 
freestanding psychiatric hospital is n o w closed. Victoria's mental health services are divided 
into twenty-one regional Area Mental Health Services, including eight rural and thirteen 
metropolitan healthcare networks (Victorian Government Health Information, 2002). O n 
average, each regional mental health service has approximately twenty to twenty-five acute 
adult psychiatric beds to cater for the population within the regional areas (Victorian 
Government Health Information, 2002). This represents a massive bed reduction over the past 
fifty years. A wide range of largely community-based services now caters for the needs 
Victoria's mentally ill. 
2.9 Summary 
The discussion in the previous section presented an overview of the evolution of mental 
health reform in Victoria from the inception of state mental health services, through to the 
present models and philosophies of mental health care. The discussion established the 
historical background and overall socio-political context of mental health reform, and 
provided a platform from which to launch further dialogue on mental health triage. The 
discussion in the following sections present an account of the development of mental health 
triage services, and psychiatric triage nursing in the state of Victoria. 
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2.10 The origins of the Victorian psychiatric triage services model 
The term triage has French origins, meaning to pick, sort or select, and was originally 
used to denote the sorting of produce at shipping points, with an emphasis on throwing away 
dead produce (Mezza, 1992). The notion of triage first emerged in medicine during wartime 
in the era of Napoleon, where it was used to refer to the process of assessing and sorting the 
wounded into categories based on urgency and priority for treatment (Winslow, 1982). The 
military application of triage continued through both World Wars, and was also a feature of 
the Korean and Vietnam wars (Mezza, 1992). In more recent times in civilian medicine, the 
term triage has come to be associated with entry into the healthcare system (Mezza, 1992). 
There is no specific reference in the literature about the origins or theoretical 
underpinnings of the Victorian psychiatric triage services model, or the processes by which it 
was implemented in mental health services across the state of Victoria. Governmental 
documents such as The National Mental Health Plan (1992) and the Framework (1994) refer 
to the single point of entry system, the duty-worker, and gate-keeper, terms which allude to 
the triage service, however there is a distinct lack of discussion that relates specifically to the 
psychiatric triage services model, other than a rather general description of providing 
consumers with 24 hour access to regional mental health services. The National Standards 
for Mental health Services (Australian Health Ministers Advisory Council, 1997) documents 
makes a brief reference to triage, but there is no specific discussion on the topic 
International literature reviewed to ascertain the origins of the psychiatric triage service 
model indicated that the United States were forerunners in the idea that psychiatric emergency 
may be able to be assessed and treated in the community, as opposed to the institution 
(Cameron, 1961). Following from this early discussion, ideas began to develop that centered 
on new ways of managing psychiatric emergency and crisis outside the institution (Cameron, 
1961). Hartlage, Freeman, and Horine (1969) introduced the idea that a team of mental health 
professionals could act as a frontline screening mechanism with the goal of reducing 
admissions to psychiatric hospitals. 
Whilst there is no explicit statement throughout the literature reviewed for this study that 
pin-points the origins of the current Victorian psychiatric triage services model, it appears that 
the design of the model was influenced by The Mental Health Triage Program, an early 
multi-disciplinary psychiatric triage model that was developed and implemented in the United 
States in 1982 (Birch & Martin, 1985). Birch and Martin's (1985) program was developed in 
response to a growing demand for psychiatric expertise and resources in the emergency 
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departments across the United States. Following deinstitutionalisation and psychiatric 
hospital closure in the United States, the emergency department became the only health care 
agency able to provide 24-hour service to mental health clients (Birch & Martin, 1985). Birch 
and Martin noted the difficulties that the generalist hospital experienced in managing the 
post-deinstitutionalisation influx of psychiatric clients, as well as the problems related to 
treating psychiatric crisis in community-based mental health services that were only able to 
provide services between business hours. 
As mentioned in the previous section, the aim of Birch and Martin's (1985) program was 
to establish a community-based mental health crisis intervention system, to offer an 
interdisciplinary approach in the management of psychiatric crisis, and to assist the client to 
return to the community as promptly as possible. This early triage program was structured 
using the essential principles of generalist triage, where resources are distributed according to 
predetermined criteria of urgency. Birch and Martin's program also introduced the concept of 
the gatekeeper to act as a screening mechanism to evaluate the type and levels of service 
required by mental health consumers, and thereby regulate the use of resources. A n overall 
goal of the program was to reduce the burden on healthcare resources in the emergency 
department (Birch & Martin, 1985). The core philosophies of multi-disciplinary community 
based psychiatric care, psychiatric triage, and gate-keeping evident in Birch and Martin's 
(1985) original program are clearly reflected in the current Victorian psychiatric triage model. 
Although community mental health clinics were established in Victoria during the 
1970's, their role was largely in supporting discharged patients to live in the community, 
providing services such as a Modecate clinic, where discharged patients could receive their 
depot injections of anti-psychotic medication, and also programs offering support and 
activities (Meehan, 1995). It was not until the late 1980's with the advent of the first 
community-based crisis assessment teams that mental health crisis assessment and early 
treatment was provided in Victorian communities (Andrew, Protheroe, & Pickworth, 2001). 
The need for crisis assessment teams developed alongside psychiatric hospital closure in 
Victoria; as more patients were discharged into the community, it became apparent that 24-
hour services were needed to manage psychiatric crisis and emergency in the community 
(Andrew, Protheroe, & Pickworth, 2001). 
The concept of managing resources using a triage model was already well established in 
accident and emergency departments in generalist health in Australia, and it would appear 
that some aspects of the mental health triage model were adapted from generalist models 
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(Smart et al. 1999). Whilst there are some obvious similarities between generalist and mental 
health triage, such as on-the-spot assessment, and prioritising/categorising care according to 
urgency, in mental health triage the role is expanded to incorporate advice, information and 
referral as previously mentioned, and also a gate-keeping role that is linked with resource 
allocation. Wilson and Cullen (2001) observed that mental health triage offered an 
economically viable option for treating large groups of consumers with the least amount of 
resources. 
Kevin (2002, p.3) located the origins of mental health triage as ..."traditionally based 
within an admissions area". This broad reference to triage refers to the admission area of a 
psychiatric hospital. Prior to Mainstreaming, all mental health enquiries and requests were 
processed in the admissions area of the hospital. In the researchers experience of working in 
several Victorian psychiatric hospitals prior to Mainstreaming, the duty medical officer, or 
admitting officer, was responsible for conducting Mental Status Examination and determining 
the need for admission or other psychiatric resources. Although the medical officer was 
responsible for clinical decisions, frequently there was a designated admissions team that 
would usually include a clerical worker, one or two nurses, and a doctor. The role of the nurse 
in the admissions team was as an assistant to the doctor; to perform the various requirements 
of admission such as note taking, and physical observations like weight, height, temperature, 
pulse and blood pressure. Often the nurse would be required to take phone calls whilst the 
doctor was conducting an assessment, however this was usually just to collect a preliminary 
history to assist the doctor in assessment. The concept of triage, that is, allocation of 
resources on acuity/priority basis was not a feature of the admissions area, and at that time 
there was very little in the way of community mental health resources that could be used to 
refer clients to. 
A personal communication from a Health and Community Services Union delegate 
during the course of conducting this research suggested that the first triage positions were 
created in the mid-1990's during the process of Mainstreaming. A s stand-alone psychiatric 
hospitals were closed and their business moved to general hospitals, provisions had to be 
made to manage the increasing number of psychiatric presentations in the emergency 
department (Happell et al., 2002; Smart et al., 1999), and the incursion of deinstitutionalised 
clients into the community (Meehan 1995), and thus the mental health triage services model 
was brought into operation. 
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Mental health triage services also developed in response to the need to provide 24-hour 
mental health support services, as well as community-based crisis assessment services 
(Expert Advisory Committee on Information Sharing in Mental Health Crisis Situations, 
2000). Mental health policies and framework documents of the early 1990's made 
commitments to the provision of 24-hour mental health services (Australian Health Ministers, 
1992), and the triage model offered a w a y of fulfilling that pledge. The Expert Advisory 
Committee on Information Sharing in Mental Health Crisis Situations (2000, p. 14) defined 
the arrangement of community-based mental health triage and crisis services as the following: 
The developments in recent years reflect the two major models of mental health crisis services 
that have emerged in Australia. One model centres on a single point of triage and provides 
assessment, information, advice and referral. The second model involves local area mental health 
crisis services that provide treatment in addition to assessment and advice. In some instances, 
particularly in rural areas the models merge. For example, in some rural areas of N e w South 
Wales, the mental health crisis service provides assessment and treatment in the local area as 
well as providing a single point of triage for communities throughout the region that do not have 
twenty-four hour local mental health services. 
This definition highlighted the multiple and overlapping roles of triage in its present 
arrangement, in particular it pointed out that roles and functions of mental health triage and 
crisis services vary across regions. Another noteworthy aspect of this definition was its 
articulation of the multi-level role function in mental health triage, that is, it not only involves 
assessment, but also information, advice and referral, and some rural situations where 
CAT/triage roles are blurred, it m a y also involve treatment. 
Kevin's (2002) observations confirm that there is no uniform model for mental health 
triage in Victoria, and that each agency has developed its o w n varied approach to providing 
triage services. The researcher, w h o was employed as a psychiatric triage nurse in several 
different Victorian mental health agencies, also confirms this observation. Wilson and Cullen 
(2001) specified that Accessline mental health triage was conducted using triage protocols for 
practice, however the findings from Kevin's (2002) study indicated that mental health triage 
workers were not convinced that protocols for triage are necessary, and in fact found them to 
be a distraction'. This discrepancy in results on the topic of triage protocols between Wilson 
and Cullen (2001) and Kevin's (2002) respective studies could in m a n y ways be viewed as 
illustrative of the significantly divergent approaches to mental health triage currently manifest 
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in the state. Neither study referred specifically to the N M H T S as forming part of triage 
guidelines, although both studies mentioned the use of a triage rating scale. 
Wilson and Cullen (2001) predicted that the use of mental health telephone-triage would 
increase in the future due to its ability to economically provide mental health services over a 
large geographical area. Services such as Western Australia's Health Direct, a telephone 
health advice line, certainly seem to support that fact (Wilson & Cullen, 2001). At the present 
time in Australia, mental health nurses are in short supply (Clinton, 2001), as are healthcare 
workers such as doctors and allied health practitioners willing to work in rural areas (Grigg, 
2001). Telephone mental health triage services, which currently require only a few staff to be 
operational, m a y also be used to provide services to mral areas where previously they were 
unavailable due to chronic staff shortages within the mental health workforce (Rosenweig, 
1992; Wilson & Cullen, 2001). According to Wilson and Cullen, telephone mental health 
triage services offer m u c h future potential for the expansion of mental health triage services 
across the state. 
2.11 S u m m a r y 
The literature reviewed for the previous sections provided a comprehensive overview of 
the historical, political and social processes of mental health reform that led to the 
development of the Victorian mental health triage services model. Current literature related to 
mental health triage was critiqued to establish the level of pre-existing knowledge about 
mental health triage, and to establish the position of the present investigation within the 
context of wider discussions on mental health triage. The discussion in the following section 
presents an account of the recent emergence of psychiatric triage practice in mental health 
nursing. 
2.12 F r o m lunatic attendant to psychiatric triage nursing 
The discussion in the previous sections of the thesis located the development of the 
Victorian psychiatric triage services model within the context of the historical and socio-
political influences in which it is embedded. The discussion in the following section of the 
thesis outlines the evolution and development of psychiatric nursing practice in Victoria from 
institutional caretaker to advanced practice psychiatric triage nurse. The aim of this section of 
the literature review is to provide a framework and context from which to view the current 
status of psychiatric triage nursing, and to gain insight into the historical, social and political 
processes that were influential in its development. 
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In order to fully appreciate the enormous leap forward that psychiatric triage nursing 
represents for Victorian psychiatric nurses, it is important to understand the recent 
developments in psychiatric nursing practice within their historical, social, and political and 
cultural context (Street, 1991; Thompson, 1987). Benner (1984) suggested that nursing is 
embedded in its o w n unique history and culture, and acknowledges the importance of these 
unique practice worlds in influencing and shaping the course of practice. Chatterton (2000) 
noted the usefulness of historical approaches as a way of understanding the dominant 
discourses that have informed and influenced developments in psychiatric nursing. Street 
(1991) highlighted the importance of viewing subjects within their historical context, pointing 
out the difficulty in separating the past from present actions. Effective critique and evaluation 
of any system requires thorough historical review to provide a basis for comparison, as well 
as benchmark from which to monitor progress and development (Abdellah & Levine, 1994). 
As previously mentioned, the origins of psychiatric care in Victoria date back to 1837, 
when the mentally ill were incarcerated with the prisoners of Port Phillip Gaol (Murphy & 
Hodges, 1993). From the scarce descriptions of treatment of the mentally ill at Port Phillip, it 
can be surmised that conditions for all were extremely harsh and difficult (Brothers, 1957a). It 
is not clear whether the mentally ill were treated any differently from the other prisoners at 
Port Phillip, but this seems hardly likely given that the pervasive view at that time was that 
the mentally ill were hopelessly incurable (Dax, 1961). Benson (1997) observed that staff 
employed to care for the lunatic prisoners during this period were initially referred to as 
keepers, and later wardens. Murphy and Hodges (1993) noted that no special provisions were 
made for the treatment of the mentally ill at that time, and fellow prisoners were sometimes 
given remissions on their sentences to nurse the mentally ill. It is noteworthy in terms of the 
historical self-image of psychiatric nursing in Victoria, that the origins of psychiatric nursing 
care in Victoria are indelibly linked with the penal system. 
The first specific references to psychiatric nurses, or more specifically 'lunatic 
attendants', are found within the literature that describes the conditions for staff and patients 
(inmates) during the asylum years at Yarra Bend Asylum, K e w Mental Asylum, and Ballarat 
Asylum (Benson, 1997; Brothers, 1957a; Murphy & Hodges, 1993; The Vagabond, 1876). 
Brothers (1957a) described the appalling conditions for lunatic attendants in the early years at 
Yarra Bend Asylum, where overcrowding, low staffing numbers, and poor management 
resulted in a very bleak working life. 
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The establishment of the Lunacy Department in 1849 led to the development of the first 
official job description for lunatic attendants, in that the Lunacy Department developed and 
implemented the first regulations that prescribed ... "the duties of all employees of the 
asylum" (Brothers, 1957a, p.342). In an 1852 report, a Select Committee established to 
investigate conditions at Yarra Bend Asylum made very disparaging comments about the 
servants, describing the attendants as uncontrolled, unruly, and accusing them of inflicting 
sadistic punishment on the inmates (Hospital Employees Federation N o 2 Branch, 1985). The 
Select Committee went as far as to describe a spirit of insubordination amongst the staff, and 
expressed grave concern at the methods of treatment used by attendants at Yarra Bend 
Asylum (Hospital Employees Federation N o 2 Branch, 1985). The Select Committee was 
particularly critical of the practice of shower baths, where inmates were locked in the bath 
fully clothed, then drenched in cold water and left to cool off for hours (Hospital Employees 
Federation N o 2 Branch, 1985). Some of the treatment' administered by attendants of the 
time included bleeding the temporal artery, refrigeration of shaved heads, skin blistering, 
purging, and the administration of emetics and bitter tonics (Hospital Employees Federation 
N o 2 Branch, 1985). A s previously mentioned, following the 1852 Select Committee the 
entire staff of Yarra Bend Asylum was sacked (Brothers, 1957a). 
Despite condemnation from the Select Committee of 1852, there is little evidence that 
conditions or treatment methods for the mentally ill changed dramatically during the late 
1800's; in fact custodial, institutional treatment of the mentally ill remained relatively static 
for the duration of the century (Brothers, 1957a). B y the 1860's, media reports began to 
appear in publications such as the Illustrated Melbourne Post condemning the personal 
qualities of lunatic attendants, and complaining of the difficulty attaining high-class 
attendants for what the media described as ..."the most repulsive of jobs" (The Illustrated 
Post cited in Murphy & Hodges, 1993, p.2). Murphy and Hodges (1993, pg.2) pointed out 
that attendants of the time had to endure extreme hardship, spending ... "almost as much time 
behind the walls as the patients they tended, for very little remuneration". 
In 1876 a journalist for the Argus Newspaper, J.S. James, spent a month incognito as a 
lunatic attendant at Yarra Bend and K e w Mental Asylums, and the resultant chapter in the 
first series of The Vagabond Papers: Sketches of Melbourne life, in light and shade entitled 
Our lunatic asylums, presents an invaluable account of early institutional life in Victoria's 
asylums (The Vagabond, 1876). The Vagabond (1876) also provides an in-depth account of 
the practice world of early Victorian lunatic attendants within the two asylums, comparing 
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and contrasting the approaches used in managing the mentally between the two asylums. The 
following paragraphs provide a glimpse of life for lunatic attendants in the late 1860's 
through the eyes of The Vagabond, J.S. James. 
The Vagabond (1876) described the general atmosphere at Yarra Bend Asylum in 1876 
as being one of rather complacent domesticity, with well attended gardens, cleanly scrubbed 
wards, and entrenched routines for attendants centred around cleaning, mealtimes, and 
supervising the inmates in activities and employment. From this description, it would appear 
that the general atmosphere of unrest that plagued Yarra Bend prior to the 1852 Select 
Committee had dissipated to some extent. Attendants worked 13 hours a day, six days a 
week, and the experienced ones were paid 120 pounds per annum, which was a very low 
wage for the period (The Vagabond, 1876). A typical day commenced at seven a.m. with the 
supervision of the scrubbing of floors, feeding of inmates, domestic chores and the doctor's 
daily rounds, and ended at eight p.m. when all patients had retired and the night watchman 
(prior to the introduction of night nurses) would take over the management of the ward (The 
Vagabond, 1876). Lunatic attendants lived alongside their charges, usually in a room set up 
within, or at the end of the ward or cottage (The Vagabond, 1876). 
The wards at Yarra Bend appear to have been organised according to the severity of 
illness, with the more stable patients being housed 16 to a small cottage with one lunatic 
attendant in residence, and the more disturbed patients being managed in the receiving wards. 
The wards in Victorian asylums were also organised according to gender, with a female side 
and male side of the asylum being the norm (The Vagabond, 1876). Many of the doors of the 
wards at Yarra Bend were left open throughout the day whilst inmates worked within the 
asylum farm or gardens, or sat outside under the trees (The Vagabond, 1876). The Vagabond 
(1876) observed that Yarra Bend was not receiving new admissions during this time, and 
most of the wards had a stable population of chronic inmates who had settled into a quiet, 
orderly, domestic routine, to which the attendants contributed a 'moral' influence. The 
Vagabond ( 1876) clearly implies that on the whole, the attendants at Yarra Bend were not 
unsympathetic to the plight of their charges, and in fact, established a rapport and 
understanding with the inmates that contributed to the overall family-like atmosphere of the 
asylum at that time. 
The same could not be said for K e w Asylum. The Vagabond's ( 1876) descriptive 
accounts of daily life in K e w Asylum portray an unhappy, dismal environment where the 
conditions for the staff and attendants were very poor, and the work drudgery. Some of the 
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wards were crowded with over ninety inmates, so that the 'day room' was entirely taken up by 
beds and the only place for inmates to congregate in bad weather was in the corridors. The 
chronic overcrowding stretched the already meagre resources to the limit, and for example on 
the weekly bath day; one bathtub was used to bathe more than 15 inmates (The Vagabond, 
1876). 
The Vagabond ( 1876) pointed out that at Yarra Bend the inmates were treated as 
suffering from an illness, and the attendants acted as nurses to the ill; whereas at K e w the 
inmates were treated as prisoners, and the attendants acted as gaolers. The Vagabond ( 1876) 
notes that although some of the attendants at K e w Asylum were sternly kind, many of the 
attendants bullied and clouted the inmates, were fond of strong drink, and were entirely 
unsuited to the position of tending the mentally ill. The Vagabond ( 1876) also implied that 
the process for employing the attendants was inappropriate, allowing persons of dubious 
character and qualifications to secure positions that they were then unable to be dislodged 
from, despite their unsuitability for the work. The impression one gains from reading The 
Vagabond's ( 1876) account of the culture of the lunatic attendants at K e w Asylum is one of 
cronyism, corruption, and insubordination; however, it is also clear that the attendants were 
working in isolation from the wider society in very difficult conditions, in a job that not many 
others in the society were prepared to do. Benson (1997) suggested that the low wages and 
poor conditions for lunatic attendants were only able to draw the dregs of the workforce, and 
that many of the asylum staff were illiterate. Benson (1997) noted that until 1910, many of the 
Matrons employed by Victorian asylums were unqualified, yet retained due to their extensive 
length of service in the asylums. 
Asylum workers first received specialised education in 1887 in the form of a series of 
lectures on nursing from Dr. O' Brien, the then Deputy Medical Superintendent of K e w 
Asylum (Benson, 1997; Hospital Employees Federation N o 2 Branch, 1985). This move was 
strongly encouraged by both Dr. McCreery, the head of the Lunacy Department, and Dr. Dick, 
the Surgeon Superintendent (Brothers, 1957a). McCreery expressed the hope that the lectures 
would lead to a strenuous effort towards staff development, and Dick stated that the lectures 
should be compulsory for all lunatic attendants (Hospital Employees Federation N o 2 Branch, 
1985). Although the early nursing lectures at K e w Asylum represented a benchmark in the 
development of mental health nursing education in Victoria, there was no specific course or 
systematic series of lectures at this stage (Benson, 1997). Attendance at the lectures was not 
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mandatory for attendants at this time, and the classes were also held in the evening after duty 
hours, and therefore poorly attended (Benson, 1997). 
In 1890 trained nurses were appointed to the asylum staff, and a more formalised 
approach to practical instruction of the attendants emerged, although lectures were still not 
compulsory at this time (Hospital Employees Federation N o 2 Branch, 1985). Following his 
appointment as Inspector of Asylums in 1894, McCreery's first Annual Report recommended 
that Victoria follow the example of N e w South Wales and other countries in arranging a 
formalised education plan for training the attendants to become nurses of the insane. The 
Chief Secretary agreed to McCreery's recommendation and lectures were undertaken in all 
asylums (Benson, 1997; Hospital Employees Federation N o 2 Branch, 1985). 
In 1898 McCreery announced to an annual medical conference that nursing education for 
the attendants had further progressed through the introduction of compulsory examinations at 
the end of one year for all probationary lunatic attendants (Benson, 1997). McCreery 
continued to advocate for formalised education programs for lunatic attendants to be trained 
as nurses, but in 1900 made the statement that efforts to train attendants had been broken 
down by the Public Services Board, who refused to accept training in mental health nursing as 
a reason for promotion (Benson, 1997; Hospital Employees Federation N o 2 Branch, 1985). 
Without career advancement or increased remuneration, the more experienced attendants had 
no incentive to participate in the nursing lectures; however, by 1902 there were six trained 
mental health nurses in Victoria (Benson, 1997). 
The Royal Victorian Trained Nurses Association ( R V T N A ) , Victoria's first professional 
nursing body was formed in 1901, and through this organisation a system of training and 
registering generalist nurses was developed, which resulted in uniform three year nursing 
course being introduced by 1906 (Hospital Employees Federation N o 2 Branch, 1985). The 
R V T N A registered hospitals as training schools in 1902, and examinations were conducted 
the following year (Hospital Employees Federation N o 2 Branch, 1985). In 1906 under the 
recommendation of Dr. Ernest Jones (Inspector General of the Insane, Victoria), the 'Rules 
and Regulations for Nursing Staff were adopted by the Government, and lunatic attendants 
were required to sit compulsory examinations at the end of the first year of service to progress 
to the next level of employment, and then were eligible to sit a further examination two years 
later to attain a certificate as a Mental Nurse, a qualification only recognised within the 
Lunacy Department (Benson, 1997). Jones was critical of the lack of training for lunatic 
attendants, and appeared to be instrumental in pushing for the formulation of specific mental 
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health nursing education (Benson, 1997). Both the Receiving Houses in Ballarat, and Royal 
Park (Hospital for the Insane, opened in 1909) were able to provide training in the area of 
acute mental disorders (Benson, 1997). In 1915, the Central Board of Health conducted a 
series of nursing examinations for Junior, Senior and Special levels in the separate categories 
of mental hospital attendants and mental hospital nurses, thus proving that ... "over the 
previous two decades, a formal and coherent education for the qualification of staff had 
evolved within the mental institution itself (Hospital Employees Federation N o 2 Branch, 
1985, p.10). 
In 1911 the Hospital and Asylum Attendants and Employees Union was registered under 
the Conciliation and Arbitration Act (Health and Community Services Union, 2002). 
According to the Health and Community Services Union (2002), the union had been 
operating informally for some time in Victoria. Ground level union activity amongst the 
lunatic attendants at this time appears to be indicative of the general level of dissatisfaction 
with the state of the Lunacy Department at the time. The unions name was changed to the 
Hospital Dispensary and Asylum Employees Union in 1914, and it represented the broad 
spectrum of asylum workers (Health and Community Services Union, 2002). The early 
alignment of lunatic attendants and nurses of the insane with a union that represented all 
asylum workers, as opposed to a nursing specific union, has been a trend that has continued in 
psychiatric nursing up until the present time; the majority of Victorian psychiatric nurses are 
still represented by a generic union, the Health and Community Services Union (Health and 
Community Services Union, 2001). 
A significant development in nursing during the early 1900's was the formation of the 
first nursing specific union, entitled the 'Nurses Guild' in 1921, which was federally 
recognised the following year. The R V T N A was initially opposed to the Nurses Guild, stating 
that professional and economic issues should not be handled together (Hospital Employees 
Federation N o 2 Branch, 1985). The R V T N A maintained control of general nurses 
registration and training from 1903 until 1923, when the Nurses Registration Act (1923) was 
passed by the Victorian Parliament, officially recognising the profession of nursing (Hospital 
Employees Federation N o 2 Branch, 1985). In 1931 the Nurses Registration Act was amended 
to include concessions in the training of nurses from mental hospitals (Hospital Employees 
Federation N o 2 Branch, 1985). Benson (1997) claimed that several early attempts were made 
to have the three-year Mental Nursing Certificate recognised by the R V T N A , however this 
was not achieved until the 1950's. According to Benson (1997), the R V T N A was unwilling to 
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consider the work performed in the asylums as nursing. It is significant in terms of the social 
and cultural development of psychiatric nursing that caring for the mentally ill has historically 
been an undervalued area of practice that has had an immense struggle for professional 
recognition. 
Murphy and Hodges (1993, p.3) noted that staff resignations were "abnormally high" 
during the early 1920's as a result of the lack of incentives to work in mental health provided 
by the Victorian Public Service, for example, the lack of superannuation, above average 
retirement age, and below average wages. The sub-standard conditions afforded to mental 
health nursing by the Public Service Board during this period again demonstrates the 
traditional lack of value associated with caring for the mentally ill. The hospitals were also 
severely depleted and in a very poor condition in the period between W W 1 and W W 2 (Ellery, 
1956), and it appears that there was a considerable amount of dissatisfaction and unrest 
expressed by the asylum workers during this time through the union, which resulted in a 
marked improvement in conditions by 1923 (Hospital Employees Federation N o 2 Branch, 
1985; Murphy & Hodges, 1993). 
A 1934 amendment to the original Lunacy Act of 1905 to reclassify asylums, or hospitals 
of the insane as mental hospitals (Murphy & Hodges, 1997) led to trained lunatic attendants 
being referred to as Mental Nurses, which can be viewed as a progressive step towards the 
development of mental health nursing as a professional discipline (Benson, 1997). Lunatics 
also became known as mental patients during this time (Hospital Employees Federation N o 2 
Branch, 1985), which can be viewed as evidence of a changing worldview towards mental 
illness. Although the 1930's saw some progress in the professional development of 
psychiatric nursing, for example, by this time nursing staff no longer cohabitated with the 
patients, psychiatric nursing practice in Victorian mental hospitals in the time between the 
World Wars remained fairly static (Hospital Employees Federation N o 2 Branch, 1985). Care 
for the mentally ill was entirely custodial, and the large patient-staff ratio and poor conditions 
meant that nursing duties were largely task oriented, essentially trying to maintain some order 
from the chaos that overcrowding, lack of adequate staffing numbers, and lack of adequate 
facilities and treatment for the mentally ill can create (Hospital Employees Federation N o 2 
Branch, 1985). Ellery (1956) made several references to the general atmosphere of apathy that 
pervaded the staff of K e w Mental Hospital during the 1930's, describing a very inert, and at 
times hostile nursing staff that resisted attempts to implement change. Given the abhorrent 
conditions of squalid overcrowding, poor sanitation, and a critically low staff to patient ratio, 
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it strikes the researcher that psychiatric nurses were subjected to abnormally difficult and 
trying circumstances, which m a y account for the underlying hostility perceived by Ellery 
(1956). 
In 1943 the N e w South Wales government commissioned the first Australian 
investigation into nursing, entitled the Kelly Report (Hunt, 1985). The purpose of the report 
was to investigate the reasons w h y generalist nurses were leaving the profession, and to 
discuss making improvements to the status and conditions of nurses (Hunt, 1985). This report 
recommended radical and sweeping changes to both conditions and education for nurses, and 
marked the beginning of a greater concern with professionalism in Victorian nursing (Hunt, 
1985). Whilst these recommendations had no immediate outcomes for psychiatric nurses at 
the time, the report had an impact on the overall professional development of nursing and 
nursing education in Victoria, which was ultimately to have ramifications for psychiatric 
nursing (Hunt, 1985). 
During the 1940's, especially the period during Second World War, there was very little 
expenditure on mental health, and overcrowding in mental hospitals continued to be a major 
problem, especially as some mental hospitals received an influx of war veterans to add to the 
already overburdened systems (Murphy & Hodges, 1993). What little documentation there is 
about this period in psychiatric nursing describes a very stagnant time in terms of professional 
growth and development, in difficult working conditions characterised by chronic staff 
shortages (Dax, 1961). 
In a 1950 investigation of Victorian mental hospitals, the Kennedy Report (1950) 
observed the dire condition of Victorian mental health services and recommended that action 
be taken to improve standards of care for the mentally ill, and the conditions for mental 
hospital staff (Hospital Employees Federation N o 2 Branch, 1980). The Kennedy Report also 
condemned the decision of the R V T N A to not register the three-year Mental Nursing 
Certificate course (Benson, 1997), and made particular note of the intelligent and efficient 
workers within mental hospitals, such as nursing staff (Dax, 1961). The Kennedy Report 
further suggested that there was no reason w h y the standards in mental hospitals should not 
be raised to those of generalist hospitals (Dax, 1961). 
By the late 1950s conditions for psychiatric nurses began to improve; nursing hostels 
were established, and significant progress was made in the development of psychiatric nurse 
education and training (Dax, 1961; Hunt 1985). There was a considerable battle by Victorian 
psychiatric nurses to establish their o w n specific education and training programs, as the then 
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president of the Victorian College of Nursing, Miss Bell believed that mental nursing was a 
specialist course that should only be undertaken after completing general training (Hunt, 
1985). Eventually, specific three-year hospital-based psychiatric nursing education programs 
were introduced, and by 1952 psychiatric nurses were admitted for registration to the 
Victorian Nursing Council (Hunt, 1985). Dax (1961) was instrumental in assisting the 
progress of psychiatric nursing education at this time through his encouragement and support 
of hospital-based psychiatric nursing education (Benson, 1997). 
Another important development in Victorian psychiatry and psychiatric nursing during 
the mid 1950's was the introduction of anti-psychotic medications for the treatment of the 
mentally ill (Dax, 1961; Murphy & Hodges, 1993). For the first time there were treatment 
options available for patients, and approaches to psychiatric care began to change (Dax, 
1961). The combination of new treatment options, the influence of critical literature of the 
1950's, and the more liberal post-war view to mental illness contributed to a more humanistic 
approach to the mentally ill than ever before (Dax, 1961). B y the late 1950's there was a 
concerted effort to address the issue of incarceration of the mentally ill, and psychiatric 
hospitals began unlocking some of their doors (Dax, 1961). Murphy and Hodges (1993) noted 
that the new approaches to psychiatric care impacted on psychiatric nursing; chemotherapy 
meant that patients were able to attain some relief from debilitating psychiatric symptoms, 
and no longer required as much physical restraint, which improved the sense of hope and 
work satisfaction experienced by psychiatric nurses at the time. B y the 1950's, mental health 
nursing had established itself officially as a legitimate stream of nursing (Benson, 1997). 
The 1960's appear to have been a period of significant growth and development in 
Victorian psychiatry, with a greater focus than ever before on rehabilitation and 
psychotherapeutic treatment approaches to psychiatric care (Dax, 1961). It is unfortunate that 
Victorian psychiatric nurses have traditionally been poor historians, as there is little in the 
way of published accounts of daily psychiatric nursing practice during the 1960's. Reischel 
(2001) stated that it was at this time that mental nurses became known as psychiatric nurses. 
Dax (1961) portrayed this period in Victorian mental health as being a time of advancement 
and change, clearly influenced by the heightened social awareness and focus on the individual 
that was characteristic of the time. The gender divide that was characteristic of Victorian 
mental hospitals up until this time was also redefined during this period, and subsequently 
female and male patients and staff were integrated together with the underlying aim of 
creating a more normal, less institutional environment (Dax, 1961; Hospital Employees 
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Federation N o 2 Branch, 1985). Murphy and Hodges (1993, p.19) noted that the introduction 
of occupational therapy in the late 1950's into mental health care in Victoria precipitated a 
greater focus on "re-establishing the everyday habits" of the institutionalised mentally ill, and 
photographs of the period depict nurses assisting and supervising patients with occupational 
activities. 
In 1960, the mental Health Authority appointed Muriel Yarrington, a highly regarded, 
registered generalist and psychiatric nurse, to the position of Nursing Liaison Officer. 
Yarrington also held a position on the Victorian Nursing Council, was a member of 
Psychiatric Nursing Working Committee, and did much to towards improving the 
professionalism of psychiatric nursing. Yarrington died in 1968, however, in honour of her 
outstanding contribution to psychiatric nursing in Victoria, the Mont Park School of Nursing 
became known as the Muriel Yarrington School of Nursing (Reischel, 2001). 
In 1969, Harald Reischel, a psychiatric nurse, was appointed to the Psychiatric Nurse 
Training Advisory Committee, and developed a specialist syllabus for psychiatric nursing, 
entitled Reishel's Placards, which was implemented in 1973 (Reischel, 2001). This was the 
first time in the history of Victorian mental health nursing that nurses had written and 
implemented their o w n curriculum (Reischel, 2001). Reischel's three-year basic psychiatric 
nursing syllabus continued to underpin mental health nursing education up until the 1990's 
(Reishcel,2001). 
It was in the late 1960's and early 1970's that Victorian psychiatric nurses had their first 
contact with community mental health nursing, in the form of small outpatient clinics that 
were established within the grounds of the psychiatric hospital to treat discharged patients 
(Dax, 1961; Reischel, 2001), or small teams of nurses that were placed outside the hospital 
into the community to assist discharged patients to make the transition from hospital to 
community (Murphy & Hodges, 1993). B y the late 1970's there were a small number of 
community mental health clinics in Melbourne that employed psychiatric nurses as part of the 
multi-disciplinary team (Krupinski & Lippmann, 1980; Reischel, 2001). 
In terms of the professional development of psychiatric nursing, there were several 
committees of inquiry established during the 1970's to further investigate nursing in Victoria 
(Hunt, 1985). The Report of the Committee of Inquiry into Nursing in Victoria 1970 
(Ramsey, 1970), The Report of the Committee of Inquiry into Hospital and Health Services 
1975 (Syme & Townsend, 1975), and the Report of the Committee of Inquiry into Nurse 
Education and Training to the Tertiary Education Commission 1978 (Sax, 1978) all 
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recommended that nursing education be transferred from the hospital to tertiary institutions. 
The most important report for psychiatric nursing at this time was Donaghue's (1976) 
working party document, which stated that the three-year hospital-based psychiatric nursing 
course should be phased out, and psychiatric nursing education moved to the tertiary 
institution. This recommendation caused a considerable amount of contestation within the 
profession, the Health Employees Federation (the union that represented psychiatric nurses), 
and from some psychiatric nursing educators working within the hospital-based nursing 
courses (Hospital Employees Federation N o 2 Branch, 1985; Hunt, 1985; Leighton, 1985). 
The 1980's were very turbulent times for Victorian mental health nurses, who were 
embroiled in a major struggle to maintain a unique professional identity. The three-year 
Comprehensive Nursing undergraduate course was proposed as the replacement for the 
hospital-based three-year psychiatric nursing certificate (Leighton, 1985). Comprehensive 
nursing education was designed to enable graduates to practice as novice level nursing 
practitioners in all nursing settings (Happell, 1998), therefore requiring only the barest level 
of psychiatric nursing expertise to practice within psychiatric settings (Leighton, 1985). This 
proposal was vehemently and unanimously rejected from within the profession of psychiatric 
nursing, and expressed most vigorously through discussions between the Hospital Employees 
Federation N o 2 Branch, the Victorian Nurses Board, and the Australian Nurses Federation 
(Hospital Employees Federation N o 2 Branch, 1985; Leighton, 1985; Reischel, 2001). The 
main arguments put forward by the profession around the proposed Comprehensive Nursing 
education were centred firstly around the loss of the mental health services ability to produce 
their own future supply of psychiatric nurses based on an understanding of the future needs of 
the service (Happell, 1998), and secondly, both the theoretical and practical components of 
the Comprehensive Nursing auricular were considered entirely inadequate to prepare nurses 
for working in mental health (Hunt, 1985; Leighton, 1985). Clearly, after the immense 
struggle of the previous decades to establish psychiatric nursing as a distinct and unique area 
of nursing practice, it is understandable that the proposed abolition of specialised psychiatric 
nursing education was met with such scathing criticism from within the profession (Hunt, 
1985; Leighton, 1985). Leighton (1985) made the observation that the decision making 
process around the issue of Comprehensive Nursing was inequitable for psychiatric nurses, 
citing insufficient psychiatric nurse representation in formal discussions, and a conflict of 
interest with the Chief Nursing Officer of the Victorian Nursing Council concurrently holding 
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a position as on the council of Lincoln mstitute (the tertiary institution selected to conduct the 
Comprehensive Nursing course) as being major issues. 
In August 1984 the Federal Government announced its intention to transfer nurse 
education to tertiary educational institutions, with the last hospital-based intake of psychiatric 
nurses scheduled for 1990, and full transfer to tertiary institutions completed by 1993 
(Leighton, 1985). Leighton expressed grave concerns about supplanting the three-year 
hospital based psychiatric nursing course with the three-year Comprehensive Nursing Course 
conducted within the tertiary education sector. Leighton suggested that the Comprehensive 
Nursing course curriculum was heavily weighted towards generalist nursing, and did not 
provide sufficient psychiatric nursing theory or practice to enable graduates to safely register 
and practice as a mental health nurse. Leighton was also critical of the Australian Nursing 
Federation for speaking on behalf of all nurses on the issue of tertiary-based comprehensive 
nursing courses, despite holding only a very small amount of psychiatric nurse membership 
and not representing psychiatric nursing issues. 
The introduction of tertiary education for psychiatric nurses in Victoria occurred in the 
late 1980's, and initially, provision was made for a three year psychiatric nursing 
undergraduate degree that led to registration as a psychiatric nurse, this program operated for 
seven years (Clinton, 2001). In 1993 the Victorian Government instigated a review of the 
Nurses Act of (1958), and under the resultant Nurses Act of (1993), separate registration for 
psychiatric nursing was ceased. This m o v e struck a severe blow to the confidence and 
professional self-image of Victorian psychiatric nurses, and the implications of this legislative 
change continue to have a deleterious effect on psychiatric nursing in Victoria today (Happell, 
1998). 
The introduction of the Mainstreaming and Integration Policy (deinstitutionalisation) in 
the mid 1980's and early 1990's also had important consequences for psychiatric nursing 
(Clinton, 2001; Sands, 1997). Coping with hospital closure, organisational change, and 
ideological change, whilst at the same time having to develop new ways of practicing was 
inevitably a stressful experience for m a n y psychiatric nurses (Clinton, 2001; Sands, 1997). A 
Health Commission (1985, p.35) study of the psychiatric nurse workforce in 1985 clearly 
outlined the government's future expectations for psychiatric nurses in section 8.1 of the 
paper entitled Policies: 
If the policy of integration is effectively pursued, nursing staff deployed to function in future 
mental health services might be expected to possess a general knowledge of (all) acute services, 
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in addition to specialised knowledge of psychiatry. As well, they will be required to function in 
contexts which should differ considerably from those of traditional mental health services. 
Implied in these considerations are changes to both the preparation of and roles performed by 
Psychiatric nurses. 
The above quotation highlights the extensive changes to psychiatric nursing that were 
anticipated under the Mainstreaming policy, however Clinton (2001), Sands (1997), and 
Welch (1992) observed that there was very little assistance given to psychiatric nurses in 
terms of education, training, preparation, support or supervision in making the transition from 
institutional to community-based care. Clinton (2001) suggested that many of the current 
problems in the mental health nursing workforce can be attributed to the lack of assistance 
and re-education afforded to mental health nurses in making the transition from institutional 
to community mental health care. 
The 1990's opened with controversy and scandal in Victorian mental health services 
following the outcomes of the 1990 Lakeside Inquiry (Murphy & Hodges, 1993). The Inquiry 
was established to investigate client care, and the management and administration practices at 
Lakeside Hospital Ballarat (Murphy & Hodges, 1993). The Inquiry generated media attention 
for more than a year, condemning the institutional approach to the management of the long 
term mentally ill, and Murphy and Hodges (1993) note that the bad publicity had a negative 
impact on staff morale. The Lakeside Inquiry was to be one of several Inquiries that painted a 
very dim view of Victorian mental health services. In 1992, the Office of Psychiatric Services 
(OPS) commissioned one of the most comprehensive audits of mental health services ever 
undertaken in Victoria, the aim of which was to review clinical practices and standards of 
care across the state (Mc Callum et al. 1992). The O P S audit made many recommendations 
towards improving the quality and standard of mental health care in Victoria, and suggested 
that "... skill, experience and commitment of staff is the greatest asset" in mental health 
services (Mc Callum et al. 1992, p. 103). The audit also revealed that there was widespread 
dissatisfaction amongst staff working in mental health services, the most c o m m o n complaints 
being the lack of resources available to meet the expectations of a new community service, 
poor morale, and stress and upheaval in the face of major organisational change. 
Following the results of the O P S audit in 1992, the Victorian government commissioned 
another extensive investigation into treatment of the seriously mentally ill within mental 
health services across the state, and as previously mentioned, the resultant report, entitled 
Human rights and mental illness: report of the National Inquiry into the Human Rights of 
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People with Mental Illness (commonly referred to as the Burdekin Report) revealed the 
Victorian mental health service to be under resourced, poorly organized, understaffed 
fragmented, and providing poor quality mental health service. The Burdekin Report also 
highlighted the pressing need to provide further education, training, and career structure for 
mental health nurses to assist them in meeting the challenges of community mental health 
care. Following the public release of the Burdekin Report, there was a considerable amount of 
negative media publicity about conditions in Victorian psychiatric hospitals, which appeared 
to hasten the process of hospital closure and the integration of mental health services within 
generalist health (Hoult & Burchmore, 1994). 
The Burdekin Report (1993) highlighted the fact that by the mid 1990's, Victorian mental 
health services were in a state of flux, characterised by fragmented, poorly organised, 
understaffed services that were struggling to cope with the transition to the community. 
By the late 1990's, hospital closure was well advanced across the state and psychiatric 
nurses were practicing in a wide variety of roles across diversely arranged regional 
community mental health services (Happell, 1998). Welch (1992) and Clinton (2001) 
observed that Victorian psychiatric nurses were not given much assistance, education, or 
support in making the transition to community-based care, yet still managed to expand their 
clinical practice roles to include a focus on community mental health care such as crisis 
assessment, case management, and community outreach work in response to the demands of 
service needs (Clinton, 2001). A s previously mentioned, the psychiatric triage services model 
was implemented in Victoria in the early 1990's to provide a single point of access to mental 
health services. Whilst there is no record that marks the exact inception of triage services in 
the state, it appears that the psychiatric triage nursing role emerged in 1992 within the context 
of the individual healthcare agency's need to manage point of entry psychiatric assessment 
and distribution of healthcare resources (Personal Communication from a H A C S U delegate, 
2002). It has been suggested that triage services developed on a needs basis in response to 
service demands, that is, the need for an interface between the deinstitutionalised mentally ill 
and the newly established community-based mental health services (Personal communication 
from a member of a metropolitan Melbourne hospital closure /relocation steering committee). 
Meehan (1995) noted that some nurses were given clear job descriptions and guidelines 
for community based practice, whilst others had to extend and develop their o w n practice 
without such assistance. Meehan further stated that the lack of clear guidelines for practice 
has resulted in an ambiguity and blurring of roles and professional identity for nurses within 
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the multidisciplinary team, with nurses practice being shaped by the practices of other 
disciplines. Grigg (2001) concurred with Meehan about the blurring of mental health 
nursing's roles within the community model for care, and made particular reference to the 
special circumstances of rural mental health nurses, whose expansion of practice has often 
been precipitated by the lack of availability of other health services. Grigg also observed how 
in the post-Mainstreaming mental health service, many nurses are n o w working as sole 
practitioners, which in itself is a huge transformation from institutional nursing care. 
Given that the roles of psychiatric nurses have undergone considerable expansion and 
development in the process of Mainstreaming, it stands to reason that this shift in nursing role 
function and definition will have had implications for other members of the multidisciplinary 
team. Grigg (2001) observed that the expansion of nursing's clinical roles has caused some 
tensions within the multi-disciplinary team, one of the tensions being that nurses have been 
seen to be vested with a disproportionate amount of power. O n one hand, nurses n o w occupy 
powerful roles in management and team leadership within community settings; however, are 
frequently excluded from the team decision-making process by the dominant hierarchies 
(Grigg, 2001). 
Mental health nurses are not alone in observing changes to the traditional power 
structures in mental health that have emerged through the process of Mainstreaming. Recent 
studies indicates that doctors too have experienced a shift in power relationships and 
dynamics as a result of the new approaches to care that have developed post-Mainstreaming. 
Herrman, Trauer, and Warnock (2002) made several key observations about the changing 
roles and power structures within Victorian mental health services. Herrman et al. noted that 
multidisciplinary team members, including doctors and psychiatrists, are currently 
experiencing conflict in ensuring effective teamwork due to differing understandings of 
clinical responsibility and accountability, inter-professional misperceptions, conflict and 
confusion over leadership, and ambiguity and conflict over roles. Tan's (2001) study focused 
specifically on the perceived roles and functions of psychiatry medical staff in two 
multidisciplinary teams at Victorian mental health agencies. The findings suggested that 
whilst clinical roles were well conceptualised between medical and non medical staff, team 
leadership roles were problematic. The study identified that service related factors influence 
the conceptualisation of clinical and professional roles, and that power and professional 
cultural differences influenced team leadership roles. 
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In terms of power relations, the mental health triage role could be viewed as an exemplar 
of the shifting balances of power in mental health that have emerged in the process of 
Mainstreaming. The psychiatric triage role requires clinicians to perform functions such as 
psychiatric assessment, early diagnosis, and early treatment, and make high level decisions 
about the allocation of resources such as hospitalisation or C A T follow up in the community. 
As previously mentioned, these clinical functions were traditionally the reserve of doctors and 
psychiatrists, and with them was an implicit assumption of power. The fact the more than 70 
percent of triage clinicians are nurses implies a shift in the traditional power structures, and 
that nurses hold such a degree of power must surely be cause for consternation within the 
medical profession. 
Another obvious post-Mainstreaming change to the power structure in the provision of 
mental health care is in the position of the consumer within the current mental health 
discourse. Deinstitutionalisation has been a significant progressive step towards balancing the 
inequitable power relations inherent in the previous system, in that rights of the mentally ill to 
be treated in the least restrictive environment, and to make decisions about their treatment 
based on informed consent, have been legislated for and put into practice (Australian Health 
Ministers Advisory Council, 1997). Consumers also have a far greater level of participation 
and collaboration in the overall process of mental health than ever before, with some services 
now employing consumers in paid advocacy roles (Australian Health Ministers Advisory 
Council, 1997; Meehan, 1993). 
At present, Victorian psychiatric nurses comprise more than half the mental health 
workforce (Whiteford, 1998), and continue to provide a wide array of mental health services 
to the Victorian community. M a n y of the models of psychiatric nursing practice that have 
evolved within the context of mental health reform in the state such as the triage services 
model, consultation/liaison, and crisis assessment are new areas of practice that as yet remain 
unevaluated. Victorian psychiatric nurses have been given very little in the way of assistance, 
support, or education in making the transition to community based care, and in this sense it is 
remarkable that they have been able to reinvent themselves and rise to the challenges that 
have been cast before them. The recent emergence of new models of psychiatric nursing 
practice such as psychiatric triage reflects the dynamic state of the discipline generally, and it 
appears that the changes in mental health service delivery are still unfolding (Commonwealth 
Department of Health and Aged Care, 2000). 
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2.13 Summary-
From the literature reviewed in this chapter, it is clear that the emergence of psychiatric 
triage nursing did not occur in isolation from broader historical, social, and political factors. 
The process of mental health reform in Victoria and resultant structural and functional 
changes to the delivery of psychiatric services have occurred over a long period of time 
within the context of wider social, political and ideological influences. Developments in 
mental health nursing have unfolded alongside reform in Victoria, in response to the changing 
approaches to the care of the mentally ill, and the demands and expectations that have been 
placed upon them by a changing system. 
The ongoing process of mental health reform will inevitably require further change and 
adjustment on the part of psychiatric nurses, and it is clear that psychiatric nurses must now 
focus their attentions towards clarifying their position within the current health discourse. The 
literature reviewed for the previous sections of the thesis established the need for further 
research into current models of psychiatric service delivery in Victoria, and the nursing role 
within these systems. Psychiatric triage services are still in their infancy in terms of research 
and evaluation, and the stark lack of nursing specific research in the area suggests that 
psychiatric triage nursing is currently in its early developmental phase. In the past, the course 
of psychiatric nursing has been largely determined by other disciplines and external social and 
political factors (Benson, 1994, Hunt, 1985). Current nursing philosophy suggests that nurses 
must become more involved in articulating and defining the course of their own profession 
(Happell, 1997; Sullivan, 1998). Gardner and McCoppin (1989) encourages nurses to become 
more politically aware and active, and to participate wherever possible in the development of 
health related policies that impact on the discipline. This view is supported by the World 
Health Organisation (1996), which emphasised the multiplicity of factors that impact on 
current nursing practice, and recommended that nurses take a more active role in determining 
the domains of their profession. Psychiatric triage nursing is a unique, specialised area of 
psychiatric nursing practice that has as yet not been subject to scholarly inquiry and critique. 
It is clearly in the interests of psychiatric nursing to identify and establish the domains of 
practice through nursing research so that further planning and development for the discipline 
can evolve. 
The increased reliance on both generalist and mental health triage in Australian 
emergency departments, the increased use of mental health telephone triage in rural areas, and 
the state-wide use of the mental health triage model as the entry and pathway to mental health 
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services is confirmation of the importance of the triage model in the present healthcare 
system. The questions that must n o w be raised about the triage model relate to issues such as 
the quality, accountability, effectiveness, equity, and ethics of this system of care for both the 
consumers and providers of mental health triage services. Is mental health triage truly an 
innovative, useful, and effective strategy in the management of mental illness in the 
community? Or is it yet another manifestation of the economically driven reductionism that 
has been associated with the corporatisation of healthcare in Australia over the last twenty 
years? Is psychiatric triage nursing a great leap forward for the professional evolution of the 
discipline of mental health nursing? Or, are psychiatric triage nurses being placed at 
professional risk, and being exploited as cheap labour to fill service gaps that workforce 
staffing insufficiencies and cost would otherwise not permit? A n d finally, what are the power 
relations of mental health triage, and h o w do these social dynamics impact on service 
provision? 
The present investigation sought answers to the preceding questions through a critical 
enquiry into the psychiatric triage services model, and the role of the nurse within this system. 
The researcher anticipated that the process of defining and describing the parameters, 
practices, roles and responsibilities of mental health triage would uncover a significant 
amount of knowledge useful not only for developing theory, policy, standards, and guidelines 
for mental health triage, but also to commence a critical discussion about the wider outcomes 
and implications of mental health triage. The discussion in the following chapter argues the 
case for critical social theory as the most useful and appropriate choice of conceptual 
framework to inform and guide the present investigation. 
69 
CHAPTER THREE 
PHASE TWO: CONCEPTUAL FRAMEWORK 
3.1 Introduction: Locating a conceptual framework. 
Literature reviewed in the previous chapters clearly established that psychiatric triage 
nursing developed during the implementation of wider mental health reform in Victoria. The 
ongoing process of mental health reform in Victoria has been influenced by a multiplicity of 
historical, philosophical, political, social, and economic factors, which have each contributed 
to the current model of psychiatric service provision. The position of psychiatric nurses 
within the current framework of psychiatric service delivery appears to be in a state of flux; 
that is, the change process related to Mainstreaming is still unfolding within Victorian mental 
health services, and recently established areas of practice such as psychiatric triage nursing 
are still in their infancy, as is evidenced by the lack of research about the topic. 
Walsh and Hughes (1998) suggested that psychiatric nurses have in many ways been 
passive recipients of the changes to mental health policy, and also infer that psychiatric nurses 
have traditionally been a politically disempowered group that has been omitted from the 
process of mental health policy development. Nizette (1998, p.362) observed, ..."the 
dominant tradition in the treatment of mental illness has been biomedical", and implied that 
psychiatric nursing has had to struggle to .. ."have its practice visible and articulated along 
with the dominant discourse of medicine in mental illness\mental health care". The literature 
reviewed for this project revealed very little evidence of psychiatric nurse involvement in 
policy formulation either historically or in recent times, which certainly confirms the view of 
Nizette (1998) and Walsh and Hughes (1998) that psychiatric nurses have had no voice in the 
overall process of mental health policy development. Also evident throughout the literature 
review was the reoccurring theme of the relationship between politics (e.g. economics, 
policy) and mental health reform, and its inevitable impact on the consumers and providers of 
mental health care. 
Clearly, psychiatric triage nursing is embedded in a unique social, cultural, and political 
history, and the task of establishing a clear and comprehensive definition of psychiatric triage 
nursing necessarily requires investigation of all the discourse surrounding the discipline. 
Guba and Lincoln (1994) identified the process of clarifying the fundamental needs of the 
research project as elementary in the formulation of a conceptual framework. The following 
key requirements for a conceptual framework for this research project were identified through 
the process of the literature review as being essential to meet the overall aim of the research 
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project, which is to develop a comprehensive definition and description of psychiatric triage 
nursing: 
• A conceptual framework that considers historical, social\culrural, political, and 
economic factors as important and relevant data. 
• A n approach that includes all discourses surrounding the topic such as text, policy, 
and narrative as relevant data. 
• A method of inquiry that takes a critical approach to uncovering the 'facts' (i.e. able 
to critique ideology as well as policy and power structures). 
• A n approach that is empowering or emancipatory, in that it allows a non-dominant 
group such as psychiatric nurses to have a 'voice'. 
3.2 Philosophical perspectives. 
At the core of this research project, in its most simplistic form, is the question 'what is 
psychiatric triage nursing'? The process of defining psychiatric triage nursing clearly, 
comprehensively, and from multiple perspectives, required a qualitative research approach. 
Qualitative research is a broad term used to describe a wide range of philosophical theories 
and research methods (Beanland, Schneider, Lobiondo-Wood, & Haber, 1999). Qualitative 
research methods were developed in the social sciences to enable researchers to study social 
and cultural phenomena (Beanland et al.1999). The qualitative worldview or paradigm views 
all phenomena surrounding, and related to human beings as significant information 
(Kincheloe, 1991). In fact, one of the central assumptions of the qualitative worldview is that 
human beings cannot be understood in isolation from their social\cultural world (Kincheloe, 
1991). This view is in complete opposition to the quantitative approach that seeks to remove 
the object of inquiry from the subjective realms of history, socialisation, and culture to the 
neutral realms of science (Beanland et al. 1999). Quantitative methodologies aim to objectify 
and measure data by employing empirical methods to test hypotheses and theories (Beanland 
et al. 1999). Another central aim of quantitative research methodologies is to increase 
predictive understandings of phenomena (Kincheloe, 1991). The present investigation is 
fundamentally a descriptive study that aims to define and describe a particular phenomenon, 
psychiatric triage, in nursing. The purpose of the study is to attain clarity, insight and a 
qualitative understanding of psychiatric triage nursing, and this purpose can best be served 
with a qualitative research approach (Kincheloe, 1991). 
Qualitative research approaches are well established and have been widely used in social 
science research, and have been more recently used in nursing research to define, descnbe, 
and interpret the unique phenomena of nursing (Benner, 1984). There are essentially three 
philosophical perspectives which inform research approaches, these are; a. positivist 
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approaches, which assume that reality is objectively given and can be described by 
measurable properties which are independent from the researcher, b. Interpretive approaches 
(hermeneutics), which assume that reality can only be accessed through social constructions 
such as language, consciousness and shared meanings, and c. critical approaches, which 
assume that reality is historically constituted, and that it is produced and reproduced by 
people within the constraints of various forms of social, cultural and political influences 
(Guba & Lincoln, 1994, in Denzin & Lincoln, 1994). In many regards, the research topic 
could be addressed by any of the aforementioned perspectives, each being a useful and valid 
method of inquiry. 
The discussion in the following sections argues the case for critical social theory, in 
particular Comstock's (1982) facilitated praxis as being the most useful and appropriate 
conceptual framework for the present investigation. Critical social theory is validated and 
justified in the study as offering a flexible, democratic, emancipatory approach to research 
that does not exclude the subject from its historical, political, and socio-cultural past 
(Schriffen, 1994). 
The section commences with discussion on the historical origins and influences of 
critical social theory, including its core philosophies and primary theorists. The discussion 
then broadly explores and critiques the use of critical social theory in research, and 
subsequently extends the discussion to explore its application in health related and nursing 
research. 
Following the overview of critical social theory and its relevance in current health 
related research, Comstock's facilitated praxis is defined, described, and advanced as both a 
conceptual framework to inform and guide the present investigation, and also as an overall 
research design that provides structure and direction in the research process. 
3.3 Introduction to critical social theory 
In 1843, Karl Marx offered an early definition of critical theory as ..."the self-
clarification of the struggles and wishes of the age" (Marx, 1843, in Colletti, 1975, p.209). 
Whilst this is certainly a broad and general definition, it is in many ways quintessential. 
Critical social theory is not a rigid, ordered system or structure, nor is it reducible to any fixed 
sets of rules or models (Ngwenyama, 1991). In m a n y respects, accurately defining critical 
social theory is difficult due to its distinctly fluid nature (Fay, 1987). It is only through 
critiquing the historical, philosophical, and ideological underpinnings of critical social theory 
that a full definition is possible (Kellner, 1989; Wexler, 1991). 
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3.4 Origins 
The seminal ideas for critical social theory developed from philosophical ideology that 
was being explored by early social scientists such as Theodor Adomo, M a x Horkheimer, 
Herbert Marcuse, and Karl Popper, who formed the early inner sanctum of the Institute of 
Social Research in Frankfurt during the period from 1923 to 1933 (Fay, 1987; Kellner, 1975; 
Wexler, 1991). The Frankfurt School was involved in several interdisciplinary projects, 
including developing ideological theories about State monopoly and capitalism, engaging in 
systematic analysis and critique of German fascism, exploring the relationships between 
philosophy, social theory, and cultural criticism, and formulating a model for critical social 
theory (Kellner, 1989; Wexler, 1991). Another key activity of the Frankfurt School was an 
ongoing critique of positivism, which in many senses was fundamental to the development of 
critical theory (Morrow & Brown, 1994). Positivism, or rational science, is a scientific 
method of inquiry underpinned by the philosophical perspective of empiricism as the only 
tme path to knowledge (Morrow & Brown, 1994). Positivism holds that the natural sciences, 
of which logic, reason, formulae, and measurement are key elements, provide the only 
methods for producing scientifically objective, legitimate knowledge (Fay, 1987). 
A d o m o (1944/1986), Horkheimer, (1944; 1972), Marcuse, (1978) and Habermas (1971; 
1972) challenged the traditional view that empirical methodology was the only absolute 
method of inquiry. A d o m o proposed that empirical methodologies negate reality by not 
acknowledging the logical relationship between the subject and the world. Horkheimer 
believed that the traditional epistemological paradigm ignores the social dimensions of 
knowledge, and made the important point that human beings exist in a multidimensional real 
world that is socially constructed (Geuss, 1981; Held, 1980). Horkheimer proposed that a 
critical theory would enable the researcher to investigate phenomena in a more holistic 
manner by examining the aspects of society and humanity that empirical science discounts 
(Held, 1980). Despite Horkheimer's rejection of empirical science as the absolute path to 
knowledge, he encouraged critical researchers to use scientific method as one of the many 
paths to knowledge (Held, 1980). 
During the W . W . 2 German occupation of Europe, the Frankfurt School went into exile in 
the United States, where they were granted offices and an affiliation with the University of 
Columbia (Kellner, 1975). Ardorno, Habermas and Marcuse continued with ongoing critique 
of the scientific method, and began to raise significant concerns about the wider impact of 
scientific research on society (Kellner, 1989). At the center of this concern was the idea that 
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the dominance of the scientific paradigm had resulted in an increased dependence on 
technology and mechanisation, which had served to undermine human value systems 
(Kellner, 1989). One of the fundamental principles of critical social theory is that empirical 
analytical models, which depend on instrumentation, are insufficient for solving socially 
rooted problems (Kellner, 1989). 
Habermas continued the critique of positivism developed in the Frankfurt School, and 
made significant contributions towards the refinement of critical social theory and theories of 
knowledge (Geuss, 1981). Central to Habermas' (1971; 1973) theories was the notion that 
there are three essential types of knowledge that originate from human interest or need, and 
are grounded in different aspects of social existence. The three types of knowledge Habermas 
identified were: a. technical knowledge, which referred to instrumental and technical 
activities and was associated with the human interest in controlling the environment; 
technical knowledge is informed by empirical-analytic sciences using traditional experimental 
conditions, and the theories of knowledge within this paradigm are characteristically 
hypothetical-deductive; b. practical knowledge, which was associated with the human interest 
in communication, understanding and social interaction, and made manifest by language, 
consensual norms, and cultural expression, and; c. emancipatory knowledge, which was 
associated with the human interest in liberty from oppression (Habermas, 1972). From the 
critical perspective, emancipation is viewed as being necessary to liberate socially oppressed 
groups from unjust institutional systems that seek to limit personal autonomy and control 
(Fay, 1987; Habermas, 1972). This domain of knowledge identified 'self-knowledge' or 
critical self-reflection as an important emancipatory activity that leads to transformation of 
consciousness, or enlightenment (Geuss, 1981). 
As well as engaging in a sustained and reasoned critique of positivism, another of the 
core activities of the Frankfurt School was a critique of culture (Holmes & Warelow, 1997). 
Clearly influenced by Marxist philosophy, "the Frankfurt School viewed capitalism as 
gradually transmuting everything with which it came into contact, not only goods and services 
but also politics, art, human bodies and human life, into a commodity, and the basic form of 
social relationship into 'commodity exchange'" (Holmes & Warelow, 1997, p.466). The 
critique of culture put forward by A d o m o and Horkheimer (1944) focused on examining post-
war capitalist consumerist ideology, and the notion that the individual had been subverted and 
devalued by mass culture, and that the concern with the attainment of commodities and 
consumption had supplanted human values. Fromm (1955), who had previously been 
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associated with the Frankfurt School, also developed critiques of capitalism and mass 
consumerism. F r o m m described alienated consumption, where the individual is a pliant, 
passive recipient of consumerism, unaware of the manipulations and influences to which 
he/she has been subjected; as opposed to an autonomous human agent whose consumption is 
based on informed choice. 
Habermas also engaged in critiques of capitalism, in particular contributing ..."an 
account of the institutional relations among various spheres of public and private life in 
classical capitalism that has some genuine critical potential" (Fraser, 1989, pp. 122-123). 
Habermas believed that the official economic and state systems are integrally embedded in, 
and related to the lifeworld, or everyday life, and are manifest in the institutional structures 
within the lifeworld that.. ."situate the systems in a context of everyday meanings and norms" 
(Fraser, 1989, p. 128). In this regard, Habermas viewed capitalism and the economy not as 
being "all-powerful.. .but is.. .in some significant measure inscribed within and subject to the 
norms and meanings of everyday life" (Fraser, 1989, p.128). 
The early work of critical theorists was undeniably revolutionary in its critique of 
capitalism, society and culture; however, as Kellner (1989, p.158) astutely pointed out, whilst 
the historical and critical perspectives on the development of consumer culture were 
enlightening, the ..."global denunciations of consumption have little political resonance, and 
provide a very weak basis for political radicalisation and struggle today". Holmes and 
Warelow (1997, p.467) concurred with this view, and pointed out that the "Frankfurtian 
enterprise" essentially developed ..."a plethora of descriptive diagnoses, but offered little in 
the way of remedies". These critiques imply that critical theory had failed to effect change on 
a practical level, and infer instead, a dichotomy between theory and practice. 
3.5 Praxis 
In many regards, the work of Habermas (1971; 1974) sought solutions to the theory-
practice divide in critical social theory. Habermas' (1971) ideas for a critical social theory 
centred around uncovering dominant power structures, social injustice, and oppression, and 
their inevitable influence on the social milieu, through a process of emancipatory, 
consciousness-raising, critical reflection. Habermas (1971; 1974) contended that the given 
reality is both socially and historically constructed, and that social and cultural beliefs are 
shaped by a myriad of social events. According to Habermas (1971), knowledge and 
understanding of the social world is subject to distortion due to the variability and subjectivity 
of the human perspective, and opinion is susceptible to corruption by dominant interest 
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groups and influences. Habermas (1971) implied that the system, that is; the public, political, 
administrative realm, and the life world; or private, personal, socio\cultural domain overlap, 
particularly in the areas of politics and economics where decisions made in the public arenas 
(institution, system), directly impact on the individual, or private domain (Geuss, 1981). 
Money and power are identified by Habermas as being two examples of interests with the 
potential to distort and influence both the public and private domains of social life (Kellner, 
1989). The lack of insight about h o w ones understandings, interpretations, meanings and 
perceived needs in life have been influenced, shaped and ultimately distorted by the interests 
of dominant ideologies has been referred to as false consciousness (Lather, 1986). 
Habermas was aiming to eliminate or reduce false consciousness through the creation of 
an ..."ideal speech situation...this is characterised by undistorted, dialogical discourse, in 
which participants are able to overcome power hegemonically created needs and reach more 
tmthful needs interpretations..." (Holmes & Warelow, 1997, p.468). According to 
Habermas, undistorted, ideal speech could be achieved through a process of dialectical 
critical reflection, whereby socially normative, hegemonically based contexts of interaction 
could be replaced by communicatively achieved ones (Fraser, 1989). Habermas proposed that 
the process of critical reflection was both consciousness raising and emancipatory, in that it 
aims to expose dominant interests and uncover social distortions, with the intention of 
locating the undistorted 'facts'; thus, the subject is liberated by the truth (Kellner, 1985). In 
this sense, critical reflection is both a theoretical and a practical process, or praxis (Brown, 
1989; Holmes & Warelow, 1997). Friere (1972) and Holmes and Warelow (1997) noted that 
the central activities of praxis are reflection and action, theory informs action, and action 
informs theory in a reflexive cycle. 
Habermas' ideas for achieving undistorted, ideal speech through praxis marked a 
significant point in the development of critical approaches, however, Habermas failed to fully 
articulate praxis, .. ."and what is needed is an account of the criteria for praxis and a vision of 
the goals to which it is directed" (Holmes & Warelow, 1997, p.468). Holmes and Warelow 
(1997, p.468) noted that the Yugoslavian humanistic Marxists, in particular Markovic and 
Stojanovic, refined the concept of praxis further through their position of praxis as a .. ."norm 
or standard for individual excellence, and an axiological principle for social critique of 
present formations and possible futures". According to Markovic (1974), one of the 
conditions necessary for praxis is freedom, that is freedom from the hegemonic constraints of 
dominant capitalist ideologies to a position of self-determination, where the individual or 
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group can then determine their o w n needs and potential. Italian neo-Marxist Gramsci 
concurred that praxis should be relevant to the present time, and used to facilitate 
contemporary progressive social groups in achieving a more enlightened consciousness about 
their current position in society (Salamini, 1981). 
Lather (1984) developed Gramsci's ideas for praxis further by expanding on the 
definition of progressive groups. Lather (1992) proposed that w o m e n constituted a 
progressive group well placed to benefit from emancipatory praxis research, in that w o m e n 
have been have been a traditionally disempowered group within a paternalistic, male 
dominated world. In discussing the conditions that would enable praxis, Lather (1986, p.262) 
contended that ..."for praxis to be possible, not only must theory illuminate the lived 
experience of progressive social groups: it must also be illuminated by their struggles". Lather 
(1986, p.262) argued that for theory to be capable of true transformation, it must be .. ."open-
ended, non-dogmatic, informing, and grounded in the circumstances of everyday life... and... 
it must be premised on a deep respect for the intellectual and political capabilities of the 
dispossessed". 
Approaches to interpreting and analysing data in praxis research characteristically 
involve a process of dialectical discourse critique, whereby the subject is firstly understood 
and defined in the context of its historicity and explicit conceptual principles, and then is 
subject to critique in terms of its present context and knowledge about the topic Comstock, 
1982). The dialectical reasoning process explores the tensions or dynamics between the 
relations of the subject's past and present actions, stated values/principles as opposed to 
tangible actions, and explicit/implicit power relations, which gives rise to a raised 
consciousness about the subject (Baynes, 1990; Horkheimer, 1974; Kincheloe & McLaren, 
1994). In critical approaches to data analysis, understanding and interpretations of the data 
emerge out of the dialectic between the contrasting views and meanings present in the 
discourses around the topic, and this is achieved through the process of critical reflection 
(Kincheloe & McLaren, 1994). 
Lupton (1992) suggested that the critique of discourse such as text and narrative has the 
potential to reveal hidden meanings that are often not apparent in the superficial layers of 
dialogue. Lupton (1992) viewed the analysis of language as being highly significant in critical 
approaches, and suggests that an actors choice of words and patterns of expression reveal 
much about the intention behind the communication. Habermas also stressed the need to 
critique language for the inherent distortions that are reproduced by societies and cultures 
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(Guess, 1981). There are certainly m a n y examples in health of h o w language reflects 
changing values and interests. The terms client and consumer have recently replaced the term 
patient that was traditionally used to refer to recipients of healthcare, a change that Gardner in 
Gardner (1989) observed to be linked to wider economic discourses, in that the terms client 
and consumer have their roots in the business world. 
A fundamental consideration when interpreting data in praxis research is the need for 
"reciprocity", that is, a consensually negotiated understanding of "meaning and power" 
between the researcher and the researched (Lather, 1986, p.263). From Lather's (1986) 
perspective, research is praxis, in that the researcher consciously uses the research process to 
facilitate the subjects understanding of their present conditions. Reciprocity can be achieved 
when all, or some of the research subjects participate in the interpretation of the data, and 
meanings extracted from the data are arrived at through a process of democratic negotiation 
between the researcher and subjects (Lather, 1986). According to Lather, reciprocity is vital in 
praxis-oriented research to maximise democracy, emancipation, and validity. Praxis research 
epitomises the democratic, emancipatory, consciousness-raising principles underpinning the 
critical paradigm, and offers potential for facilitating individuals or groups to effect positive 
change in their social world. 
In the following sections, critical social theory will firstly be discussed in relation to its 
suitability as a conceptual framework for health related research, in particular, nursing 
research. Secondly, the researcher presents arguments in support of Comstock's (1982) 
facilitated praxis as being a most fitting and effective critical research design to inform and 
guide the present study. 
3.6 Critical Social Theory as conceptual framework for health related research. 
One of the fundamental assumptions of critical social theory is the premise that human 
beings cannot be fully understood in isolation from their historical, social, cultural, and 
political worlds (Thompson, 1987). This viewpoint is well aligned with current health 
discourses, which encourage a holistic perspective incorporating a bio/psycho/socio-cultural 
approach to understanding health and delivering healthcare (Catalano, 1996; Reznek, 1987; 
Shives, 1990). 
In many regards, the holistic approaches of critical theory are entirely sympathetic to the 
long-standing issue of the mind-body dichotomy in psychiatry, i.e. the complex equation of 
biology, psychology, sociology and the environment in the aetiology of mental illness 
(Birleson, 1998). Critical social theory accommodates multiple perspectives in the pursuit of 
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knowledge (i.e. Habermas' technical, practical, and emancipatory knowledge), which is 
essential in the study mental health issues that require the researcher to look beyond the 
biomedical model (Kellner, 1989, Prior, 1993). 
Current theories on the aetiology of disease seem united in the opinion that lifestyle has 
an important impact on the individual's health status (Reznek, 1987). Historically, 
aetiological theories tended to focus almost entirely on a disease agent as the source of ill 
health, ignoring the psychosocial theories of illness that are now widely accepted in 
medicine, e.g. the relationship between stress and coronary heart disease (Prior, 1993). The 
paradigm shift within medicine towards a more holistic view of health has in many ways been 
influenced by the critiques of positivism put forward by critical theorists such as Habermas 
(Prior, 1993). Colquhoun and Kellehear (1996) stressed the need for health research to move 
beyond the biomedical, empirically based paradigm, towards a view of health as a dynamic 
process, embedded in broader socio-political context. 
Habermas identified health and education, as manifestations of the system, as areas of 
potential social injustice, where the dominant interests underpinning the systems of education 
and health determine the type and quality of service offered to society (Prior, 1993). Holmes 
and Warelow (1997) also observed h o w in healthcare, dominant ideologies such as capitalism 
influence the interpretation of the societal healthcare needs, and needs analysis therefore is 
assessed according to the needs and priorities of the system, rather than a needs analysis 
based on the priorities and needs of the people the system serves. A good example of this is 
the well documented incidence in the United States of socially disadvantaged groups such as 
the mentally ill, having unequal access to health care due to government health policy that 
mandates individuals to obtain private health insurance in order to receive health care 
(Carpenter, 2000; Prior, 1993). The mentally ill have traditionally been a stigmatised, 
marginalised, and socially disadvantaged group within Western society (Ingleby, 1981), and 
in many ways the aforementioned policy serves to maintain the inequitable position of the 
mentally ill by making healthcare accessible only to the moneyed, thus the true needs of the 
society can be viewed as secondary to the needs of the dominant interest group for wealth. 
In Australia today, the healthcare system is considered an industry, and is composed of a 
plethora of interest groups such as the pharmaceutical industry, private non-government 
health organisations, the medical body, allied health, nursing, clerical and domestic staff and 
consumer groups (Gardner & McCoppin, 1989). Whilst the Australian Medicare system 
provides basic medical care for all Australians, areas of health such as dentistry and elective 
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surgery are becoming increasingly difficult for all Australians to access due to large 
reductions in public health services, greater emphasis on privately funded health, juxtaposed 
with increasing consumer demand (Gardner & McCoppin, 1989). A s discussed in the 
previous chapter, deinstitutionalisation of the mentally ill in Australia has also come under 
criticism from mental health commentators for being essentially economically driven, and not 
adequately providing for the needs of the mentally ill. 
Critical social theory has been successfully used to explore the historical, social, political 
and cultural dimensions of health (Brown, 1989: Holmes & Warelow, 1997; Thompson, 
1987), and more recently used to investigate the formulation, implementation, and outcomes 
of health policy (Considine, 1994). Considine (1994, p.7) made the point that health policy 
must be viewed ..." in the context of the pattern and the process of activity (and inactivity) 
which precedes and surrounds it". Critical research acknowledges that health policy reflects, 
and is a manifestation of wider societal values and norms, and seeks to identify those social 
and political constraints that lead to social inequality (Considine, 1994). Considine, like 
Habermas, proposed that a critical social theory is necessary to uncover the human interests 
that are inevitably involved in health policy formation. 
The emancipatory intent of critical social theory is also significant to health care research. 
The intention behind exposing dominant interests and discourses is not only to uncover the 
facts, but also to liberate those groups w h o suffer injustice as a result of undemocratic 
processes (Kellner, 1989). In this sense critical theory is also action oriented, in that the 
emancipatory process of praxis is in itself active (Lather, 1986). B y using a critical approach 
to uncover patterns and themes of social injustice inherent in health care institutions and 
policies, the actors, or integral individuals, are potentially empowered by the raised awareness 
associated with knowing all the facts (Fay, 1987). Thus, critical social theory is an action 
oriented, consciousness-raising research approach that has the potential to illuminate social 
injustices within healthcare systems, and thereby create possibilities for positive future 
changes. 
3.7 Critical Social Theory and nursing research. 
Since the 1950's, nursing has been struggling to authenticate itself as a professional 
discipline (Beanland et al.1999; Brink & W o o d , 1988). In many ways, nursing exemplifies 
Habermas' (1974) idea of a socially disempowered group. Historically peopled predominantly 
by women (except in psychiatric nursing), subject to a long tradition of medical dominance, 
and characteristically apolitical, nursing has had little voice in the structural and 
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organisational domains of health (Gardner & McCoppin, 1989; Walsh & Hughes, 1998). The 
knowledge base of nursing has also been traditionally informed by other disciplines such as 
medicine, sociology and psychology (Beanland et al. 1999; Benner, 1984). Current nursing 
research seeks to locate the unique phenomena of nursing within an increasingly complex 
health system (Catalano, 1996). In the process of defining and describing the domains of 
nursing, it is inevitable that the broader social, political and cultural constructs that impact on 
nursing will come under scrutiny. Critical social theory provides a conceptual framework that 
incorporates critique of social constructs such as institutions and systems, within which 
nursing has been traditionally embedded (Wexler, 1991). 
In past and in present healthcare systems, nursing has been subject to the competing 
discourses of patriarchal medical dominance, empirical science, and social\cultural normative 
expectations of how caring should be manifest (Benner, 1984). Nursing has historically not 
been associated with political activity, and has been traditionally viewed and judged by 
society as being grounded in the more passive realms of nurturing and caring (Catalano, 
1996). M a n y nurses experience conflict attempting to locate nursing in a political context 
(Gardner & McCoppin, 1989). The lack of nursing input into the formulation of health policy 
has meant that nurses have remained politically disempowered, and therefore subject to 
decisions and conditions being determined by other, more dominant interest groups in health 
(Gardner & McCoppin, 1989). 
The literature reviewed in previous chapters revealed that Victorian psychiatric nursing 
emerged from a history and tradition that is steeped in a myriad of complex social, cultural, 
and political issues. The societal view of the mentally ill, mental health institutions, and 
mental health providers has been traditionally one of fear, mistrust and misunderstanding 
(Prior, 1993). Media portrayals of psychiatric nurses as sadistic and unstable in many ways 
reflects the stigma and myth surrounding mental health nurses (Kesey, 1962; Prior, 1993). In 
this sense, psychiatric nurses can be viewed as a marginalised group within the health arena, 
ill defined, and without the benefit of the social mantle of caring and compassion so readily 
associated with generalist nurses. 
Psychiatric nursing has much to gain from the process of critical reflection inherent in 
critical social theory (Benner, 1984). The process of critiquing the dominant discourses that 
have influenced and shaped mental health policy, and the current model for psychiatric 
service delivery, has the potential to empower and liberate psychiatric nursing from its 
position of powerlessness (Wexler, 1991). Raising the level of political awareness of 
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psychiatric nurses through critical research m a y provide the impetus for future involvement in 
mental health policy and planning, and therefore more potential for self-determination. 
3.8 Methodological considerations 
Whilst the fundamental underpinnings of critical social theory are undoubtedly altruistic 
and socially empowering, the general nature of the theory can be criticised as being abstract 
and overly general (Fay, 1987). Several authors have raised the question of whether or not 
critical social theory has moved beyond the stages of meta-theory, again focusing on the 
general, intangible aspects of the theory (Fay, 1987; Kellner, 1989; Wexler, 1991). As 
previously mentioned, early neo-Marxist critical theory and its all encompassing emphasis on 
critiques of capitalism has been criticised for its lack of practical application in terms of 
effecting real change at a political level, although praxis-oriented approaches m a y be more 
successful in stimulating affirmative political action (Holmes & Warelow, 1997). 
Lather (1986, p.259) observed that praxis-oriented researchers are subject to "rampant 
subjectivity", as unlike scientific approaches to research that aim for a value-free, objective 
stance; praxis researchers make known their "value-base", and there is a danger that the 
researcher will only see what they want to see. Clearly, such subjectivity is not useful for 
producing research outcomes that truly reflect the status quo, and preventative measures must 
be taken. Lather (1986) suggested that critical researchers could reduce the subjectivity, and 
at the same time increase the validity and reliability of data produced by ensuring a level of 
reciprocity with research participants, which can validate the accuracy and quality of the 
research findings and interpretations. Lather cautioned that participants m a y also be subject to 
false consciousness, and this m a y influence their perceptions of the findings. The optimal 
democratic situation would be for the researcher and subject to negotiate mutually agreed 
upon interpretations of the data (Lather, 1986). 
Another consideration in the use of critical social theory as a conceptual framework is the 
lack of clear guidelines for conducting research. In some senses, the lack of clear structure 
makes the researcher susceptible to abstract philosophical reflection as opposed to systematic 
inquiry (Lather, 1992). Lupton (1992) concurred with this point, and suggested that discourse 
analysis provides direction for interpreting critically generated data, but does not provide 
specific details on h o w this process is accomplished. For example, the researcher did not find 
any clear examples of data analysis structures or guidelines for contemporary praxis research 
other than the general focus on dialectical critical analysis, and an emphasis on utilising the 
underlying principles of praxis as fundamental guidelines. The researcher also noted that the 
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language used in descriptions of dialectical critical analysis across the literature is often 
multifarious, depending on the school of thought of the author. This can create difficulties for 
novice critical researchers searching the literature for clear guidelines. 
O n the other hand, the lack of strictly prescribed structure and method in critical 
approaches presents opportunities for creative research, in that the potential for inventiveness 
and innovation is maximised by the need to provide solutions to methodological problems. 
Thus, the research process has potential to not only illuminate the topic under investigation, 
but also to contribute to the body of knowledge on contemporary critical social theory 
research. 
Some critics have also suggested that critical social researchers have scant knowledge of 
empirical or analytical social science, and tend to rely on methods that they find less 
intimidating such as ethnography, or action research (Lather, 1986; Wexler, 1991). In many 
regards, the omission of quantitative methods in critical social science ignores the original 
ideas put forward by Horkheimer, w h o believed scientific approaches were an important tool 
in conducting critical social research (Held, 1980). Critical social theory must substantiate 
itself as a legitimate methodology through careful, sustained accounts that also incorporate 
empirical or analytical social research (Kellner, 1989; Wexler, 1991). Critical researchers 
could do well to heed the advice of Horkheimer and incorporate several approaches within 
the overall framework of a critical social inquiry (Held, 1980). Habermas too identified 
technical knowledge as an important source of inquiry, yet it appears that many m o d e m 
critical researchers have chosen to overlook technical approaches (Wexler, 1991). Critical 
researchers must cultivate a greater concern for "data credibility" to increase the "legitimacy" 
of knowledge generated through praxis research (Lather, 1986, p.272). 
In a truly holistic approach to understanding society and its inhabitants all perspectives 
must be considered. The critical worldview does not dictate which method to use in the 
search for knowledge, but rather sets the core intent of the critical inquiry, which is; 
ideological critique, uncovering dominant interests and social injustice, and creating 
possibilities for social democracy and emancipation (Fay, 1987). 
3.9 Facilitated Praxis: A critical research design 
Comstock's (1982) facilitated praxis provided a theoretical and practical framework from 
which to conduct the present investigation. Like previous neo-Marxist praxis theorists, 
Comstock's (1982, p.379) approach to praxis is informed by, and commences from a 
viewpoint of the "totality of advanced capitalism", which acts as a guideline in both the 
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choice of subject (progressive individual, group, or class), and in the interpretation and 
analysis of data around the subject. Comstock (1982, p.379) modelled the four phases of 
facilitated praxis research, that is; "interpretive, empirical-analytic, critical-dialectical, and 
practical", on the method Marx employed in critiques of capitalism. One of the strengths of 
facilitated praxis is in its usefulness in the political struggles of local groups and agencies, 
which Comstock identifies as being the "the arena of most progressive action today" 
Comstock (1982, p.379). Comstock (1982, p.380) pointed out that the focus of facilitated 
praxis is not on "abstract categories such as mankind, the people, the working class...instead 
we must identify organizations, parties, and movements that represent theses categories". 
From the researchers point of view, facilitated praxis was made more accessible and 
applicable to the present investigation by its emphasis on local progressive groups and 
agencies. Another aspect of Comstock's work that was of benefit in the present investigation 
was its functionality, that is, the guidelines and steps in the process of praxis were made 
reasonably clear. 
Facilitated praxis was introduced by Comstock as a democratic form of critical research 
whereby the researcher, or critical investigator, provides expert guidance in the research 
project, which has as its core aims the democratic and emancipatory principles espoused by 
Habermasian critical social theory. In facilitated praxis, the subjects are considered to be the 
primary source of information, and they are integrally involved in the research process 
through democratic collaboration with the researcher (Comstock, 1982). This view of the 
subject as the primary informant was very fitting for the present investigation, where the lack 
of pre-existing studies on psychiatric triage nursing rendered the researcher entirely 
dependent on subjects to illuminate the topic. 
In facilitated praxis, the research commences from the "life problems of definite and 
particular social agents w h o m a y be individuals, groups or classes that are oppressed by and 
alienated from social processes they maintain or create but do not control" (Comstock, 1982, 
p.378). This description aptly describes psychiatric triage nurses; a social group that has been 
traditionally disempowered by dominant interests such as medicine and economics, and 
omitted from decision-making processes that impact on their practice world. The lack of 
consultation and collaboration with psychiatric nurses in Victoria during the Mainstreaming 
process (Clinton, 2001) exemplifies their position of powerless in the present social 
arrangement of health. Psychiatric nursing can also be viewed as maintaining that position of 
powerlessness by avoiding becoming involved in the politics of health. As previously 
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mentioned, the culture of nursing has always tended to be apolitical (Gardner & McCoppin, 
1989), which has meant that other disciplines have had little resistance in implementing 
changes that directly impact on the practice world of nursing. The implementation of the 
triage services model, which is currently staffed by an estimated 73 percent of nurses, clearly 
depended on nursing to become operational, yet there is no evidence of any nursing 
involvement at a policy level in the available literature on the topic. 
The central aims of facilitated praxis are firstly to enlighten the subjects to the social 
constraints to which they are subject, and secondly to facilitate affirmative strategies that 
enable subjects to take effective political action to confront issues such as inequitable social 
conditions and power relations (Comstock, 1982). A pre-condition of facilitated praxis 
research is that the subjects are ... "able but also willing to put the research findings into 
practice (Comstock, 1982, p.380). In Comstock's view, praxis should aim to not only 
understand the world (theory), but also change it (action). 
Comstock proposed that facilitated praxis is comprised of five distinct but overlapping 
phases that result in a reflection-action cycle. Figure 2 below presents a diagrammatical 
representation of facilitated praxis, and the paragraphs following the figure discuss facilitated 
praxis research design and its application in the present investigation. 
Figure 2 Facilitated praxis. 
1. Interpretive 
Phase 
- Identify progressive 
group 
Understanding the 
subject's meanings, 
values, and actions in 
relation to a practical 
concern 
2. Empirical 
Phase 
Understanding the 
subjects 'lifeworld' i.e. 
historical/social/cultural 
dimensions 
through past and present 
research 
5. Political Action 
Phase 
Researcher assists subjects 
to reflect on the research 
outcomes and develop 
actions to confront 
/eliminate irrational and 
unjust contradictory social 
conditions 
4.£ducational 
Phase 
Shared dialogue between 
researcher and subjects 
to ensure subjects have 
an understanding of the 
ideological/historical 
determinants of their 
current conditions 
3. Dialectical Phase 
Researcher presents 
critical discourse about the 
research that highlights 
contradictions between 
ideologies, social 
conditions and 
actions/practices 
Note: Diagram adapted from an unpublished paper, author unknown, Deakin University 1996. 
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The initial interpretive phase of facilitated praxis requires the researcher to identify a 
progressive social group or movement that has a practical concern, and is able to become 
involved in the research, and willing to act affirmatively on the findings (Comstock, 1982). 
The idea for the present investigation arose through the researchers work as a psychiatric 
triage nurse. The experience of working as a psychiatric triage nurse gave rise to many 
questions about the current model of service delivery, and the role of psychiatric nurses 
within this system. The impetus for this research project developed through collegial 
discussion about contemporary issues facing psychiatric triage nurses, and the need to 
investigate the working conditions that have developed post-Mainstreaming. Therefore, the 
project developed from within the practice world of nursing, in response to an identified 
practical need for research to investigate the conditions for nursing within the current mental 
health arrangement. Whilst there is no guarantee that the subjects in this study will 
themselves take affirmative political action based on the research findings, it is reasonable to 
assume that the very act of participating in research that critically examines the practice world 
of psychiatric triage nursing will be a consciousness-raising activity for subjects, which may 
precipitate change within the discipline at an educational and policy level. 
In the interpretive phase of praxis research the researcher works through a process of 
understanding and documenting the discourses surrounding the subject. Comstock (1982) 
suggested that the researcher must clarify the meanings, values, and motives of both the 
subject, and the other interests and actors in the subjects lifeworld. The point of this phase of 
the enquiry is to explore h o w the rules, values and motives of the subject's lifeworld govern 
their behaviour and social position in their particular milieu. This phase of the research can be 
achieved by an hermeneutic approach, whereby the researcher engages in dialogue with the 
subject that aims to make clear the subject's understanding of their world (Comstock, 1989). 
In the present investigation, the discussion in Chapter Five (section 5.3) on working with a 
focus group of psychiatric triage nurses to formulate the survey questionnaire gives an 
account of the subject's understandings of their present conditions, and the contemporary 
issues that they believe to be significant to their practice world. 
In the empirical phase of the investigation, the researcher firstly identifies through past 
research findings, the theories, historicity, and social conditions in which the subject's are 
located, and which constrain their present conditions and actions. Secondly, empirical 
research methods m a y be used to contribute to a fuller understanding of the subject. Although 
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facilitated praxis supports the use of empirical methods to further explicate the subject, 
Comstock stipulated that researchers should eschew positivist assumptions that underpin 
empirical research. Thus, empirical methods in praxis are not viewed as the absolute path to 
knowledge, and the subjects are not objectified and removed from their historical, social, and 
cultural past. The empirical phase of the present investigation is presented in firstly in 
Chapters One and T w o , which locate the present investigation within current discourse on the 
topic by presenting a comprehensive account of the historical, political, and social conditions 
that have shaped and influenced the psychiatric triage services and the nurses role within the 
system, and secondly in Phase Three and Four of the investigation, where the understandings 
of the subject are expanded further through empirical research methods. 
In the Dialectical Phase of facilitated praxis, the researcher presents accounts of the 
research and develops critical discourse about the findings. Comstock (1982, p.384) 
explained dialectical critique as the search for "fundamental contradictions" that follow from 
analysing the consistency between the subject's view of self in the world, and the knowledge 
of the social structures underpinning the subject, which the researcher has established in the 
empirical phase of the study. Like Habermas, Comstock (1982, p.384) maintained that the 
individual is subject to false consciousness as a result of "ideologically frozen 
understandings", and that dominant ideologies must be subjected to ideological critique to 
illuminate for the subject, the ways in which dominant interests have distorted their thoughts 
and action. Comstock (1982, p.383) highlighted the differences between positivist and 
phenomenological approaches and critical approaches, pointing out that "critical social 
science focuses on the dialectical tension between the historically created conditions of 
actions and the actors' understanding of these conditions. This requires that the 
intersubjective meanings, values, and intentions...be linked to the social processes and 
structures that create and maintain them". The dialectical phase of the present study is 
presented in the final chapters of the thesis, which constitute the analysis and interpretation of 
all knowledge produced by the investigation. 
The Educational Phase of facilitated praxis is where the researcher uses the knowledge 
gained through the research process to engage in dialogue with the subject with the aim of 
promoting awareness, insights, and shared understandings of the historical, social and 
ideological determinants that have shaped it (Comstock, 1982). One of the main goals of 
praxis is involving the subjects as m u c h as possible in the research process, in the hope that, 
on coming to view themselves from a more enlightened position, they may decide for 
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themselves to change the conditions that they are currently constrained by (Fay, 1987). 
Comstock recommended initiating a program of education, in which the enlightened subjects 
devise ways to act upon their newly found knowledge, and thereby transform their o w n 
reality. The educational phase of praxis should not be merely tacked on to the project, but 
should be integrally incorporated in the research design. In the present investigation, the 
educational phase has been incorporated into the overall design of project; firstly, through 
working collaboratively with a focus group of psychiatric triage nurses to identify the 
contemporary issues of concern to the discipline, and secondly, through involving the subjects 
in the process of formulating the question content used for the survey and follow-up 
interviews. It was anticipated by the researcher that engaging psychiatric triage nurses in a 
process of dialogue and critique of their practice world, would inevitably be a consciousness 
raising activity, which would be in itself educational. Finally, the researcher is committed to 
working with the subjects to initiate an ongoing professional forum/meeting/group for 
psychiatric triage nurses for the purposes of facilitating an exchange of ideas, support, and 
ongoing critique on completion of the project. 
The final step of facilitated praxis is the political phase of the study, where the researcher 
assists the subjects to reflect on the outcomes of the investigation with the aim of generating 
emancipatory action to address issues of democracy, equality, or social injustice that m a y 
have been illuminated by the investigation, and take political action. The political phase of 
this investigation includes the dissemination of findings to the subjects and agencies that 
participated in the project, at nursing conferences, through nursing literature, through nursing 
education, and through collegial discourse. One of the central aims of the present 
investigation was to produce knowledge and evidence about psychiatric triage nursing that 
can be used for future policy development in the discipline. The researcher views the political 
phase of the project as being a logical progression for research that has as its core intent, the 
desire to precipitate and facilitate transformative, emancipatory action. Thus, the researcher 
has a strong commitment to ensuring that this phase of the project is actualised. 
3.10 Summary 
In conclusion, there is seldom a methodology that is entirely perfect for answenng the 
complex questions related to the study of health. Critical social theory is also problematic in 
this regard, however the essential features and underlying assumptions of the critical 
paradigm encourage reflection on practice, critical thinking, exposing social injustice, and a 
more democratic, emancipatory approach to research. Comstock's facilitated praxis provided 
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a practical critical research design from which to conduct the present investigation of 
psychiatric triage nursing. A s psychiatric nursing seeks ways to better define and describe the 
unique phenomena of the discipline, critical social theory offers a worldview that answers the 
need for ideological critique and reflection, that promotes consciousness-raising and 
emancipation in psychiatric nursing, and that considers all discourse surrounding the topic as 
significant and relevant. 
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CHAPTER FOUR 
PHASE THREE: DEVELOPING A RESEARCH DESIGN 
4.1 Introduction 
It is evident from the literature reviewed for this study that there are many complex 
issues surrounding the emergence and development of psychiatric triage nursing practice in 
Victoria. The current practices of psychiatric triage developed within the broad context of 
social and political change in Victoria, and more specifically, in the context of wider mental 
health reform. According to the critical paradigm, changes in health policy emerge through 
multifaceted processes of social and political discourse that are subject to competing interests, 
and it is therefore pertinent to examine the topic of health from more than one perspective 
(Considine, 1994). It also apparent from the literature reviewed that psychiatric triage nursing 
is a new development in the post-Mainstreaming structure of mental health service delivery in 
Victoria, and as such, very little research about the topic has been conducted to date. The lack 
of pre-existing research about the topic suggests that a multi-level investigation is necessary 
to accurately define and describe psychiatric triage structure and practice in Victoria, firstly to 
establish the parameters of the discipline, and secondly to obtain in-depth descriptive data 
necessary for accurate definition. The design and method of the research project should 
therefore be flexible enough to obtain data that is able to address the multiplicity of issues 
surrounding the topic (Polgar & Thomas, 1995). Fowler (1995) asserted that the design and 
choice of method in research should clearly reflect the core data requirements of the research 
questions. Fowler (1995) recommended clearly restating the primary aims, purposes, and 
questions of the research project to assist in choosing a research design and method that will 
facilitate specific data requirements. 
The primary aim of this study is to provide a clear, in-depth, description and definition of 
psychiatric triage nursing practice that has emerged since the implementation of the 
Mainstreaming policy in Victoria. The purpose of the research is to raise knowledge and 
awareness of professional issues in psychiatric triage nursing, as well as to contribute to the 
broader nursing knowledge base. The purpose of the research is also to generate factual, in 
depth information about psychiatric triage practice in Victoria that has the potential to be 
utilised for future planning\discussion\research and policy development within the discipline 
of psychiatric triage nursing, as well as by psychiatric and generalist health services. 
In its most simplistic form, the fundamental research question asks; what is psychiatric 
triage nursing practice in Victoria? Whilst this question is clearly broad and general, it 
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addresses the primary aim of the study, which is to provide a clear, in-depth, description and 
definition of psychiatric triage nursing in Victoria. This basic research question precedes and 
gives rise to more specific questions\problems related to key aspects of the research topic 
such as: 
• What are the domains of the psychiatric triage nursing? 
• What are the parameters of the discipline? 
• H o w do nurses practice psychiatric triage? 
• What are the constraints of psychiatric triage nursing practice? 
From a critical perspective, it is important to investigate psychiatric triage nursing in a 
manner that illuminates the historical, social, and political processes that have been 
influential in shaping the discipline to its present conditions. T w o distinct types of data have 
been identified by the researcher as being necessary for a comprehensive, holistic, critically 
focused definition of psychiatric triage nursing practice in Victoria: 
• Quantitative demographic data that reveals key characteristics of the psychiatric triage 
nurse population such as total population number, gender ratios, years of experience, 
educational background, hours of operation, geographical region. 
• Qualitative data that includes an in-depth critically focused investigation of the 
historical, social, political, and practical (clinical) aspects of psychiatric triage practice 
in Victoria. 
4.2: Developing a research design 
The need for two distinctly different types of data to adequately define and describe 
psychiatric triage practice in Victoria impacts significantly on the overall research design. 
Traditionally researchers have tended to conduct research using either quantitative or 
qualitative approaches and methods (Brink & W o o d , 1988). In more recent discussions about 
research methods, it has been argued that combining qualitative and quantitative methods 
provides social science researchers with more options and flexibility for data collection 
(Breitmayer, 1993). Breitmayer made the observation that quantitative methods in research 
are often inadequate to describe more complex human phenomena such as in-depth critical 
discussion, political/historical/cultural perspectives, ethical perspectives, and subjective 
experience, whilst the use of purely qualitative methods m a y preclude establishing significant 
factual data, such as statistics. Methodological triangulation, or the simultaneous use of two 
or more research methods, is one w a y of addressing the inadequacies inherent in using a 
single method to explain complex human phenomena (Breitmayer, 1993). 
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4.2.1 Methodological triangulation 
This research project draws on two methods of data collection to provide a 
comprehensive definition and description of psychiatric triage nursing practice. The practice 
of combining two or more research methods simultaneously to investigate the same 
phenomena is referred to as methodological triangulation (Beanland et al. 1999). The use of 
methodological triangulation appears to present little, if any, conflict in terms of the overall 
critical theoretical framework underpinning the research project. Habermas identified three 
distinct types of knowledge that inform critical theory; technical, practical, and emancipatory 
(Held, 1980). Although technical knowledge was viewed by Habermas to be aligned with 
scientific method, both Habermas and Horkheimer identified technical knowledge as an 
important method of inquiry for critical social research (Geuss, 1981). 
In his opposition to, and critique of the dogmatic principals of positivism, Habermas 
asserted that technical knowledge, that is scientific, quantitative approaches, provide only one 
of several ways of knowing in research, thereby incidentally acknowledging the general 
validity of quantitative methods (Bredo & Feinberg, 1982). In some respects, Habermas' 
(1971) multidimensional view of the types knowledge that inform critical theory seems to be 
closely aligned with the underlying assumptions of methodological triangulation, in that both 
viewpoints purport to approach a problem holistically, rather than from a single standpoint. 
Habermas argued that human groups cannot be fully understood in isolation from their 
historical, social, political and cultural constructs, and therefore purely empirical methods in 
social research are insufficient to adequately define and describe the human condition (Guess, 
1981). In discussing the concept of objectivity in social science research, Neilson (1983) 
pointed out the difficulties of using purely scientific method to investigate humanity and 
society. The value-free, or neutral stance of pure science in social research raises ethical 
dilemmas, in that humanity, or society, is not devoid of value constructs, and therefore 
scientific method alone is unable to accurately reflect social reality (Neilson, 1983). Lather 
(1986) viewed the traditional position of the researcher as an objective, neutral agent as 
illogical and impossible, and suggested that in critical research; the researchers values and 
position are made explicit as a part of the process of critical enquiry. 
Lather (1986) also discussed the concept of triangulation in relation to methodological 
rigour in post-positivist praxis oriented research, and suggested that triangulation offers a 
method of improving the validity and reliability of critically generated knowledge. Lather 
(1986, p.270) described triangulation in praxis research as ..."a process whereby tacit 
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(subjective) knowledge and prepositional (objective) knowledge are interwoven and mutually 
informing". Lather (1986, p.270) acknowledged that the lack of prescribed formula for 
obtaining quality social data has led researchers working with paradigms such as critical 
social theory to explore different epistemological approaches simultaneously, with "self-
awareness". In Lather's view, the utilisation of the concept of triangulation should be 
expanded to include the use of multiple methods, theoretical schema, and data sources. 
There is mounting evidence to suggest that the combination of two methods of inquiry 
has several advantages (Morse, 1991; Polar & Thomas, 1995). In many respects, 
methodological triangulation addresses the entrenched epistemological dichotomy between 
the natural and social sciences, in that both perspectives are viewed with equal importance 
and validity in terms of generating data around the research topic (Breitmayer, 1993). This 
type of research design enables the researcher to choose methods that are appropriate to the 
specific needs of the study, rather than being restricted to using only those methods of 
investigation that comply with the either research paradigm (Polit & Hungler, 1997). 
Another useful feature of methodological triangulation is that information gained from 
one method can be used to inform the other, e.g. a qualitative study identifies a need for 
further empirical research. Data and results can be combined to provide a multi-dimensional 
view of the topic, and also to increase the internal validity of the study, for example using 
statistics to support qualitative findings (Polit & Hungler, 1997). Breitmayer (1993) observed 
that methodological triangulation strengthens the research design by minimising the 
inadequacies of individual methods; the advantages of one method are balanced against the 
disadvantages of another. From the critical perspective, methodological triangulation is very 
useful in that it enables the researcher to investigate the research problem from multiple 
perspectives, which is essential to the process of dialectical critique inherent in critical praxis 
research. 
In the present investigation, the use of methodological triangulation in the research 
design was necessary to meet the overall aim of generating a comprehensive, holistic, and 
valid definition and description of psychiatric triage nursing. The quantitative component of 
the project was required to investigate, describe, and measure key characteristics of the 
population, and the qualitative component of the project was necessary to obtain rich, m-
depth descriptive information about psychiatric triage nursing such as detailed descriptions of 
practice and practice worlds, and discussions about contemporary issues confronting the 
discipline. Finally, the broad concept of triangulation as described by Lather (1986) was 
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incorporated into the overall design of the study to facilitate the combination of multiple 
knowledge sources, methods and theoretical viewpoints as a strategy towards greater rigour 
and validity in the research process. 
4.3 Overview of Methodology. 
As previously mentioned, critical social theory does not prescribe specific research 
methods (Morrow & Brown, 1994). In many regards, the emphasis on discourse critique as a 
method of understanding in critical social theory allows for a flexible approach to method, as 
the concept of discourse encompasses a range of phenomena that can be viewed from a 
variety of perspectives (Morrison, 1989). Selecting an appropriate research method using 
critical conceptual frameworks requires consideration of h o w best to collect the type of data 
necessary to successfully answer the research questions (Rea & Parker, 1997). In critical 
social theory, all discourse surrounding the research topic is considered valid and useful data 
(Morrow & Brown, 1994). 
The researcher has identified the need for both qualitative and quantitative data to 
adequately define psychiatric triage practice in Victoria. A s part of the process of generating 
qualitative data about the topic, the researcher went to considerable lengths in the literature 
review defining and describing social\health policy reform such as Mainstreaming, and the 
subsequent development of related services and practices such as psychiatric triage. The 
researcher commenced the investigation by locating, through the literature, the central 
research topic in its historical, social, and political context. The literature review provided 
extensive information regarding the historical\social\political development of psychiatric 
triage practice in Victoria. The information gained through the literature review forms one 
part of the qualitative data for this project. In keeping with the praxis-oriented approach of 
converging data sources and methods (Lather, 1986), the data analysis phase of the 
investigation draws on discussion and critique raised in the literature review as one of several 
data sources to facilitate the process of dialectical discourse critique. The other methods used 
for data collection in the research project were: 
• The written survey (quantitative data) 
• The semi-structured interview (qualitative data) 
Both surveys and semi-structured interviews are research tools that enable the researcher 
to gather data by asking questions of research subjects (Fowler, 1995). The following sections 
of the thesis discuss the choice of methods, and their appropriateness for meeting the 
requirements of the research project. 
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4.4 The Written Survey 
The inclusion of a survey within the design for this project has the primary aim of 
generating quantitative data, in particular descriptive statistics to contribute to the overall 
definition and description of psychiatric triage nursing in Victoria. A survey is a data 
collection method in which self-report data are collected from a population or sample in order 
to determine its specific characteristics (Nieswiadomy, 1998). Surveys characteristically pose 
a series of questions about the research topic (verbally or written), which subjects are 
expected to answer (Rea & Parker, 1997). Descriptive statistics about psychiatric triage 
nursing in Victoria provide foundational data upon which to firstly develop clearer 
understandings of the discipline, and secondly to contribute to a current description and 
definition of the practice. Descriptive statistics m a y also provide key indicators of areas 
within the practice that require further investigation (Polgar & Thomas, 1995). Whilst the 
literature review was successful in locating psychiatric triage nursing in its appropriate 
historical\social\political context, the lack of specific research on the topic strongly suggested 
that base-line descriptive data was a necessary starting point in any current investigation of 
psychiatric triage nursing in Victoria. To date there have been no other foundational studies 
on psychiatric triage nursing that have utilised survey method, and it was therefore necessary 
for the researcher to develop a reliable and valid survey research tool for use in the present 
investigation. 
Surveys are one of the most extensively used research tools, and are suitable for use in 
both quantitative and qualitative research designs (Merriam & Simpson, 1995). Survey 
methods have been widely used within the social sciences to investigate a complex array of 
human phenomena (Brink & W o o d , 1988). Foddy (1993) noted that asking questions is a 
widely accepted method of gathering information about behaviours, experiences, actions, 
motives, beliefs, values and attitudes. The essential aim of surveys is to accurately describe 
the population or variable under investigation (Polgar & Thomas, 1995). Surveys are often 
used in health care research to define or establish attitudes, opinions, and beliefs about health 
related matters, as well as to collect information about the demographic characteristics of 
populations (Polgar & Thomas, 1995). Surveys are also used when the necessary information 
in the study cannot be easily gathered by observation or other methods (Fowler, 1995). 
Although surveys are a commonly used research tool, Foddy (1993) cautioned against the 
misleading view that designing and conducting surveys is easy. Rea and Parker (1997) 
concurred with this view, and suggested that constructing effective surveys can be a difficult 
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and time-consuming task involving the creation of clear, unambiguous questions that elicit 
useful data. Foddy (1993) pointed out several potentially problematic aspects of surveys, 
including the respondent's failure to comprehend the question, the respondent's 
unwillingness to participate (i.e. lack of interest or effort), lack of honesty on the part of the 
respondent (i.e. unwillingness to admit certain attitudes or behaviours), and researcher failure 
(i.e. incorrect procedure, inappropriate questions, erroneous recording procedure). There is 
much evidence to suggest that careful construction of survey questions and appropriate pilot 
testing can help the researcher avoid the c o m m o n pitfalls of survey method (Foddy, 1993; 
Fowler, 1995; Merriam & Simpson, 1995; Polgar & Thomas, 1995). 
Another important function of the survey in this research project was as a source of 
information for developing appropriate and relevant questions for use in the semi-structured 
interviews. The triangulated research design enabled the researcher to use information elicited 
from one data source to inform another (Breitmayer, 1993). Data generated by the survey was 
used to constmct questions for the follow-up interviews, and to design a purposive sample 
used to select participants for the semi-structured interviews. In this research project, the 
problem of selecting a truly representative sample for the semi-structured interviews was 
addressed to some extent by the use of the survey data as a guideline to formulating the 
sample criteria. 
One of the main benefits of using survey methods in research is the potential to reach 
large groups of the population (Bradburn & Subman, 1979). Typically, financial and logistical 
constraints in research prevent surveys from being conducted on total populations, and 
instead, surveys are administered to a sample of the population under study; a sample is a 
smaller group considered representative of the population under study (Polgar & Thomas, 
1995). The validity of survey results increases with larger population samples, and even more 
so when the survey is conducted on the total population under examination (Converse & 
Presser, 1986). 
The survey was a highly appropriate choice of data collection method for this research 
project. The population of psychiatric triage nurses in Victoria is relatively small at 
approximately 200, which enabled the researcher (in practical terms i.e. budget, time 
restraints) to aim for a total population as opposed to a representative sample. The survey was 
administered to the triage department of every Area Mental Health Service across the state 
with the ultimate aim of reaching the total population of Victorian psychiatric triage nurses. 
The overall objective of a state wide survey being to gain as complete a representation of the 
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population characteristics as possible, and thereby increase the validity of the project (Foddy, 
1993). The ability to administer the survey to the total population of psychiatric triage nurses 
also eliminated m a n y of the difficulties researchers often encounter trying to identify and 
isolate a truly representative sample of a population (Rea & Parker, 1997). Given that very 
little is currently known about the current demographic composition of psychiatric triage in 
Victoria, surveying the total population has provided key data vital for a comprehensive 
definition and description of the discipline. 
4.5 The semi-structured interview 
The use of semi-structured interviews as a qualitative data collection method in the study 
essentially served to redress the methodological limitations imposed by the survey. Whilst the 
survey is a useful research tool that has the potential to access a wide audience and generate 
much useful data, it is inherently limited in its ability to penetrate a topic in any qualitative 
depth (Foddy, 1993). Survey respondents are limited to the response options imposed by the 
researcher, which m a y or m a y not be considered adequate by the respondent (Foddy, 1993). 
The inclusion of open-ended questions within the survey design only partly addresses this 
problem, as respondents are still restricted to a few lines in which to answer potentially 
complex questions (Polgar & Thomas, 1995). 
The semi-structured interview is a powerful data collection method whereby the 
researcher asks the subject questions, or conducts an in-depth interview, about a specific 
research topic (Nieswiadomy, 1998). Polgar and Thomas (1995) noted the distinction 
between formal or structured interviews, and informal or unstructured interviews, and the 
three main forms of interview method, hi highly structured interviews, or schedule 
standardised interviews, the researcher uses exactly the same set of standard questions for 
each subject, and does not vary the wording or order of questions across the interviews. The 
next level of interviewing is the non-schedule standardised interview, or semi-structured 
interview, where the researcher seeks particular information from subjects and may use the 
same or similar questions for each respondent, but is less formalised with regard to question 
order and re-phrasing/clarifying questions with respondents. The final level of interviewing is 
the non-standardised interview, whereby the researcher does not use a formal set of interview 
questions, and instead approaches the research topic through broad discussion (Polgar & 
Thomas, 1995). The semi-structured interview was selected as being the most appropriate 
level of interviewing for the project, as this method enabled the researcher to present the same 
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set of questions to each subject, with the flexibility to vary the order of questions, and further 
clarify responses. 
The overall aim of the semi-structured interviews was to generate rich, descriptive data 
(Field & Morse, 1996) that makes a qualitative contribution to the overall definition and 
description of psychiatric triage nursing. Interviewing psychiatric triage nurses directly about 
their practice world offered the most expedient w a y to gather the large amount of qualitative 
data necessary to meet the aims of the project (Benner, 1984; Field & Morse, 1996). 
Engaging in critical discourse about psychiatric triage with nurses across the state also 
provided a unique opportunity to work collaboratively and democratically with the 
practitioners themselves to formulate a definition and description of psychiatric triage 
nursing. The assumption inherent in the decision to use the semi-structured interview to 
directly question nurses about psychiatric triage practice is that the actors themselves provide 
the best source of knowledge on the topic (Fay, 1987). 
In many respects, the use of semi-structured interviews as a follow-up and adjunct to the 
survey epitomises the methodological ideals of democracy, emancipation, consciousness-
raising, and critical reflection postulated in critical social theory. Whilst the intention of the 
interviews was primarily to generate qualitative descriptive data, the interviews were also 
intended as a vehicle for psychiatric triage nurses to have a voice about their practice, engage 
in critical reflection on their practice world, and become involved in research activities about 
their practice. The interviews encouraged and stimulated critical reflection on psychiatric 
triage nursing as a part of the process of uncovering the facts or truth about psychiatric triage 
nursing through the interview process. The researchers aim was to facilitate the identification 
of significant themes related to psychiatric triage nursing by the participants themselves, and 
be able to report these findings as m u c h as possible in the respondents o w n words and 
interpretations (Polgar and Thomas, 1995). 
In practical terms, conducting interviews was a more cost/time effective strategy for 
state-wide research than other qualitative methods such as action research or participant 
observation, which often require the researcher to engage in lengthy periods of observation in 
the data collection phase (Lofland, 1971). The interview method placed very little financial 
burden on the researcher, and required no equipment other that a digital Dictaphone (Foddy, 
1993). The cost and practicalities of the project were a significant consideration in the overall 
research design. The researcher aimed to design the project so that it placed little/no burden 
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upon Victorian healthcare networks in terms of finance and resources, thereby increasing its 
viability and acceptability within the context of an overburdened healthcare system. 
Whilst the semi-structured interview was identified by the researcher as being the most 
appropriate research strategy for the qualitative phase of the project, the interview method is 
not without shortcomings. Clearly, without well-constructed questions and good interviewing 
technique, the opportunity to obtain quality data is greatly reduced (Mishler, 1986). The 
researcher has had significant experience in conducting interviews both as a registered 
psychiatric nurse, where interviewing clients and families is a part of normal nursing duties, 
and as a psychiatric triage nurse conducting mental health assessments. The researcher has 
also had previous experience in conducting research interviews with psychiatric nurses as a 
part of an honours research project. Finally, the researcher has experience in interviewing 
potential employees for positions in mental health services. 
Some authors argue that verbal data is in itself fundamentally flawed due to the inherent 
unreliability of h u m a n responses, in that human responses are effected by a myriad of 
different influences, for example; the socio/cultural context, the emotional state of the 
respondent, and the respondents age and gender (Bailey, 1987; Minichiello et al. 1991; 
Mishler, 1986). Foddy (1993, p.l 1) goes as far as to say that.. ."the verbal data w e collect are 
very often of dubious validity and reliability", and adds that researchers often lack clear 
theoretical guidelines for the interpretation of interview data. The validity and reliability of 
verbal data was somewhat strengthened by the inclusion of the survey within the research 
design, in that the use of both qualitative and quantitative methods to investigate the same or 
similar questions enabled the researcher to compare and contrast data elicited from both 
methods, adding to the overall validity and reliability of results (Nieswiadomy, 1998). 
Polgar and Thomas (1995) raised questions about the validity of unstructured qualitative 
data collection techniques, where there is potential for researcher bias in the interpretation of 
verbal data, for example, the researcher only hears what they want to hear, or misinterprets 
the meanings behind communications. The researcher used validation techniques throughout 
the interviews to ensure that subject's responses to questions (i.e. meanings and intentions) 
were clearly understood by the researcher (Robb, Stegman, & Wolanin, 1986). Validation 
techniques require the interviewer to systematically check and clarify the meanings, 
interpretations, and understandings of responses with the interviewees with the aim of 
improving the clarity of communication (Fine, 1995). Transcripts of the interviews were also 
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sent to the interviewees prior to analysis to ensure that the content was a valid representation 
of their views. 
Polgar and Thomas (1995) also highlighted the fact that there is much potential variation 
in the quality of interview data depending on the level of interpersonal skills of the 
respondent. The population under investigation in this project could be viewed as a 
specialised group with highly developed interpersonal skills, and therefore excellent interview 
candidates. The activities of psychiatric nursing are integrally embedded in communication, 
which is a core component in psychiatric nursing curriculum (Varcarolis, 2002). Well-
developed interpersonal skills can be considered as being the cornerstone of mental health 
nursing (Shives, 1990). Psychiatric triage nursing is fundamentally dependent on highly 
developed interpersonal skills to effectively manage the complex, socially dynamic aspects of 
the position. It was therefore reasonable to assume that the respondents would be able to 
communicate at a high level, thereby increasing the potential for quality verbal data. 
Another constraint in the use of the semi-stmctured interview method is that interviews 
characteristically generate voluminous amounts of data, which require a considerable amount 
of time to transcribe and analyse (Foddy, 1993). This means that the researcher may be 
limited in how many interviews can be conducted in the project, depending on the amount of 
time and resources available. The goal in this project was to conduct follow-up interviews 
with a minimum of fifteen percent of all questionnaire respondents, but achieving this figure 
was dependent on the number of positive responses to the follow-up interview. Whilst the 
interview method did generate a considerable amount of raw data, the researcher viewed this 
level of data as necessary in formulating an in-depth definition and description of psychiatric 
triage nursing. 
4.6 Summary 
The discussion in this chapter has presented a broad overview of the methodological 
approaches employed in the present investigation, including types and sources of data, and 
data collection methods. 
The discussion in the following two chapters presents a detailed account of the 
implementation of the quantitative and qualitative phases of the project, including the 
formulation and administration of the survey, and discussion on the construction and 
procedure of the interview schedule. 
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CHAPTER FIVE 
PHASE FOUR: METHODOLOGY, QUANTITATIVE COMPONENT 
5.1 Survey design 
The discussion in this chapter presents an in depth account of the processes involved in 
implementing the quantitative component of the investigation, the written survey. The 
discussion commences with an introduction to survey method, and continues with an account 
of the process of working with a focus group of psychiatric triage nurses to develop relevant 
question content for the survey tool. The pilot testing procedure, and refinement of the 
questionnaire to its final draft form is explained in detail, and the discussion concludes with 
an overview of administering the survey to psychiatric triage nurses across Victoria. 
Surveys characteristically use a questionnaire in which the same questions are asked of 
all study participants (Merriam & Simpson, 1995). In a written questionnaire, data collection 
is controlled by the respondents, w h o complete the questionnaire in their own time, and in a 
variety of environments and situations (Fowler, 1995). Unlike the verbal questionnaire or 
interview where the researcher essentially controls the pace and flow of data collection, and is 
also available to clarify questions, the effectiveness of the written survey entirely depends on 
the subject's ability to clearly understand both the meaning and intention of the survey 
question (Rea & Parker, 1997). It is therefore crucial that the survey instrument is carefully 
developed to contain questions that are clear, unambiguous, and universally understood (Rea 
& Parker, 1997). Fowler (1995) stated that improving the quality, that is, the relevance, 
importance, and clarity of questions within the survey design is the most effective way of 
attaining quality survey data. Questions that are highly relevant to the topic of psychiatric 
triage nursing and address core issues presumably stand a greater chance of eliciting a 
response from subjects. Carefully constructed survey questions also reduce respondent burden 
and may result in more efficient use of resources (Fowler, 1995). Rea and Parker (1997) 
stressed that the question development stage of survey design is crucial, in that once the 
survey is in use, correcting fundamental flaws in question design is both costly and difficult. 
5.2 Formulating the data categories 
Identifying appropriate content for survey questions required careful re-examination of 
the aims and purposes of the study (Fowler, 1995; Schumann & Presser, 1981). A s previously 
stated, the central aim of the present investigation was to produce a holistic, comprehensive 
definition and description of psychiatric triage nursing in Victoria, using a critical conceptual 
framework of Comstock's (1982) facilitated praxis. 
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Survey questions should clearly reflect the meanings and intentions of the researcher, and 
be designed to specifically address the central research questions (Foddy, 1993). The 
researcher utilised a focus group of expert psychiatric triage nurses (Benner, 1984) to assist in 
identifying appropriate and relevant question content for the questionnaire. A focus group is a 
group of individuals with a c o m m o n interest that meets to discuss specific topics with a 
moderator or researcher (Nieswiadomy, 1998). 
The survey content was developed and refined through combining knowledge gained 
through the literature review, and knowledge generated by the focus group discussions 
(discussed in section 5.3). Rea and Parker (1997) suggested organising data requirements 
firstly under broad categories that are subsequently refined and modified into sub-categories 
and specific questions. The broad categories, or domains of data were initially identified by 
the researcher, and later discussed and refined with the focus group. The broad categories of 
data identified by the researcher through the literature review as being pertinent to a holistic 
definition of psychiatric triage included demographic data, clinical data, and social\political 
data. The three categories were used to form a basic survey framework, elementally organised 
into; Section A, demographic information; Section B, clinical information; and Section C, 
social/political information (later changed to 'policy related information'). 
The critical framework underpinning the research project was also used to guide the 
identification and selection of data categories for the survey. Habermas identified the three 
distinct types of knowledge that inform critical theory as being technical, practical, and 
emancipatory knowledge (Held, 1980). 
The demographic information included in Section A of the survey could be considered 
technical knowledge, in that it is primarily concerned with the collection of objective, 
quantifiable facts about psychiatric triage nursing. Demographic data required for a 
comprehensive definition of psychiatric triage nursing included information such as age, 
gender, qualifications, level of nursing appointment, geographic location, and years of 
experience to define the key characteristics and parameters of the discipline. One of the key 
aims of generating technical knowledge in praxis research is to achieve the goal of 
contributing empirically based data to further illuminate the topic, and thereby add to the 
overall data credibility (Lather, 1986). 
The inclusion of clinical information as a data category in the survey sought knowledge 
related specifically to the clinical practice of psychiatric triage nurses. The clinical 
information in Section B constituted the practical knowledge necessary for a comprehensive 
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understanding and definition of psychiatric triage. This category included questions about 
how triage is performed by nurses, with a focus on the practical aspects of psychiatric triage 
such as whether the respondent is a sole or team practitioner, and whether the respondent 
conducts triage on a face to face basis or only via the phone. 
The category of social/political information was included in Section C of the survey as a 
method of generating knowledge about the social conditions of psychiatric triage nursing, 
such as the social relationships and power dynamics between disciplines, the social impact of 
organisational change, and attitudes and understandings towards mental health policies. This 
section was entitled 'Policy related information' in the final version of the questionnaire to 
denote its focus on the Mainstreaming policy. One of the fundamental aims of this data 
category was to facilitate the development of emancipatory knowledge through the inclusion 
of questions that encourage the subjects to critically reflect on the Mainsfreaming policy and 
its impact on their practice world. The act of critical reflection is a consciousness raising 
activity, which offers possibilities for enlightenment, and increases the potential for the 
subjects to transform their practice world (Habermas, 1971). 
5.3 Focus group 
Focus groups have been used as method in the social sciences to enable large groups of 
subjects to participate in research (Schumann & Presser, 1981). Schumann and Presser 
recommended working collaboratively with relevant focus groups as a method of developing 
survey questions that are valid, pertinent, and specific. Happell (1996) explored the potential 
of focus group interviews in psychiatric nursing research, and noted that focus groups were 
advantageous for enabling larger number of subjects to be included in the research, and thus 
producing greater amounts of discussion and useful data. 
The survey questionnaire was designed in collaboration with a group of nine psychiatric 
triage nurses from both metropolitan Melbourne and rural Victorian healthcare networks. A 
m e m o was circulated by the researcher throughout two Victorian mental health agencies 
inviting interested triage nurses to take part in the formulation of a questionnaire for a 
research project investigating psychiatric triage nursing practice (Appendix A ) . The total 
number of respondents to the m e m o was nine, and all respondents were selected to take part 
in the focus groups. The focus group was comprised of six female and three male psychiatric 
triage nurses, with an age range between twenty-eight and forty-eight. The group had a total 
of twenty-five years triage experience between them, and one hundred and ten years of 
psychiatric nursing experience collectively. The overall aim of the focus group meetings was 
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to work collaboratively with experts in psychiatric triage nursing to identify and define 
appropriate question content for the survey. Another important aim of the focus groups was 
to subject the first draft questionnaire to preliminary validity and reliability testing prior to the 
final official pilot test. 
The meetings took place outside the triage work place in an informal setting, and the 
group met on three separate occasions. The meetings were conducted in the group member's 
own time, and the duration of each meeting was approximately two hours. The meetings were 
recorded on a Dictaphone to ensure accuracy in the collation of information gathered in the 
meetings. The first two meetings were largely taken up with formulating appropriate question 
content for the survey, and the final meeting was utilised to perform a preliminary pilot test of 
the questionnaire. 
The aim of the first group meeting was to provide a brief overview of the project, 
including broad aims and objectives, and to commence discussions about the question 
content. In the first ten minutes of the first meeting the researcher explained that the overall 
aim of the project was to establish a comprehensive definition and description of psychiatric 
triage nursing in Victoria. The researcher then presented the focus group with a proposed 
framework of h o w the questionnaire m a y be constructed. The researcher suggested to the 
group that the questionnaire be divided into three sections, as previously discussed; Section 
A. focusing on the collection of demographic data about the composition and organisation of 
triage across the state, Section B. focusing on the clinical practices of psychiatric triage 
nursing, and Section C. focusing on socio/political issues such as the attitudes and opinions of 
psychiatric triage nurses towards the Mainstreaming and Integration policy. The focus group 
accepted the framework proposed by the researcher as being a suitable foundation upon which 
to structure the questionnaire. 
Although the focus group accepted the proposed questionnaire framework presented by 
the researcher, several group members raised critical questions about the relevance of Section 
C in establishing a definition and description of psychiatric triage practice. The group were in 
full agreement that demographic data and clinical data are necessary to establish a clear 
picture of psychiatric triage nursing in Victoria, however some group members were initially 
unconvinced that the political content in Section C was relevant to the aims of the study. The 
group questioned the connectedness or relatedness of the political to the practical. There were 
very lively discussions about the role of politics in health. T w o group members raised the 
point that health practices and institutional health developments are always affected by 
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politics. The same group members stated that the Mainstreaming policy had in itself been the 
impetus behind the creation of community mental health care in Victoria. The group 
unanimously conceded that this was so, and thereby accepted the premise that politics and 
mental health are integrally linked. 
Another group member suggested that the nurse's political attitude could have an 
influence on the way they viewed their role within the health system. This point was met with 
several objections from other group members, w h o believed that a nurse's political point of 
view should have no impact on the type of care given or attitude to systems of providing care. 
After some group discussion it was agreed that whilst in ideal circumstances a nurses political 
view should not affect care, most of the group members could offer examples from clinical 
practice that demonstrated a link between political viewpoints impacting on practice. A 
notable example of this raised by the group was union imposed work bans, whereby nurses 
with political affiliations were asked to take part in work bans and strike action. The result of 
this line of discussion was that group as a whole was able to accept the need for a section in 
the questionnaire that investigates the respondent's attitude/opinion to the Mainstreaming 
policy, and thereby the political underpinnings and domains of psychiatric triage nursing. 
From the researchers perspective, the inclusion of a section that raises critical questions 
related to the Mainstreaming policy is imperative to keep the focus of the research within the 
critical conceptual framework. Exploring the views and opinions of psychiatric triage nurses 
about Mainstreaming was identified by the researcher as a way of obtaining some critique and 
discussion about the policy from a proportionally large segment of the mental health 
workforce. 
The researcher regarded the focus group discussions as very productive, in that the group 
members had engaged in a process of critical reflection on the political dimensions of nursing 
and health, and through this process had discovered for themselves that their view of 
psychiatric triage nursing as being apolitical was a false consciousness. Thus, even before 
data collection in the present investigation had commenced, the process of praxis had begun 
within the focus group. This also confirmed and validated the researchers idea that the 
socio/political content in the survey would stimulate consciousness-raising critical reflection 
by the subjects. 
5.4 Developing a questionnaire framework 
The focus group used the broad data categories proposed by the researcher as a starting 
point to develop a framework for the questionnaire. Each category was discussed at length 
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with the aim of identifying potential question content. The following sections present a 
summary of the questionnaire framework developed with the group, including the rationale 
behind the choice of questions. 
5.4.1 Section A : Demographic information 
The focus group agreed that investigating the fundamental composition and stmcturing of 
psychiatric triage nursing across the state must be the first point in establishing a definition 
and description of the discipline. The group suggested that as well as collecting standard 
demographic information such as age, gender, and geographical location, Section A. could 
also include questions about level of experience, educational background, pay 
classification/structure, employment structure (e.g. part-time, casual contract), shift times and 
structure, and working environment (e.g. inpatient psychiatric unit, accident and emergency 
department). Each group member had personal experience of the variations in triage practice 
across the different healthcare networks in Victoria. The issue of variations in triage working 
conditions was of considerable concern to the group, and it was suggested that triage staffing 
profiles and job descriptions remain disorganised in some sectors. The group strongly 
recommended including questions that investigate the terms and conditions of employment of 
psychiatric triage nurses in Section A, such as whether the nurse is a permanent employee or 
casual, and whether the nurse is expected to perform other duties as well as triage. Section A 
of the questionnaire was seen by the group as being an opportunity to gather information 
useful in creating a realistic profile of the psychiatric triage nursing workforce. 
During this discussion the focus group members exchanged a lot of information about 
their working conditions, all of the group members commented that the focus group meeting 
was the first time that they had had an opportunity to come together with other psychiatric 
triage nurses and discuss practice issues. Most of the group members were sole practitioners, 
and the group raised the insightful observation that the isolation of triage prevented them 
from engaging in collegial social exchange about their practice. The group added that this was 
most unlike other nursing positions they had held, where collegial social exchange was the 
norm. 
5.4.2 Section B: Clinical Information 
The focus group spent a considerable amount of time discussing question selection for 
Section B, the clinical component of the survey. The thirteen questions in this section were 
constructed after lengthy group discussions about the clinical domains of psychiatric triage 
nursing practice, and reflect core clinical issues of concern to the discipline. The group 
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identified ways of viewing/understanding clinical practice in triage; Firstly, by investigating 
the structure of psychiatric triage nurses practice environment, for example, service models 
underpirirring practice such as emergency department based triage versus community clime or 
inpatient unit-based triage. The group suggested that the service model in which triage nurses 
practice ultimately sets many of the guidelines and parameters of clinical practice. O f the nine 
focus group members, four practiced triage in the emergency department of a general 
hospital, three were based in psychiatric inpatient units, and the remaining two were located 
in community mental health clinics. Triage practice and role definition varied considerably 
across the focus group members. The variations were attributed largely to the different 
clinical requirements and expectations of the individual practice environments. For example, 
amongst the focus group, triage nurses working business hours in the community clinic 
setting stated that they had adequate access to clinical support and supervision of practice 
whereas triage nurses practicing as sole-practitioners after hours in the emergency department 
of a generalist hospital felt they had little access to support and team back up. 
The second way of understanding psychiatric triage practice identified by the group was 
by examining the clinical methods and techniques used by the nurse practitioners to assess or 
triage clients. The focus group members suggested including questions that will determine 
aspects of practice such as whether the nurse conducts face-to-face (personal interview) 
mental state assessments as well as phone assessments, and whether nurses see clients alone 
during psychiatric assessments or see the client with another team member. The general 
consensus amongst group members was that the experience of the sole-practitioner in triage is 
different to 'triaging' in a team environment, that is more stressful and difficult. The group 
raised the point that the experience of stress, responsibility, confidence, and autonomy in the 
triage role m a y vary considerably across different practice settings. 
Gauging the level of clinical support from other disciplines to the triage role was also 
considered to be an important clinical practice issue by the group. The group members agreed 
that input and support to triage from other disciplines such as medical staff impacts on 
aspects of triage practice such as clinical decision-making and the experience of confidence 
and autonomy in practice. The nature of triage practice involves a high level of liaison, 
interaction, negotiation, and collaboration with health professionals from all disciplines, as 
well as non-government and other community agencies. The group asserted that for triage to 
operate effectively, it requires a high level of support and co-operation from all disciplines. 
The focus group members described a wide variation in the experience of support to triage by 
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related professionals and management, with some members complaining that they felt very 
undervalued by other team members, whilst others felt appreciated and well supported. 
Establishing whether the subjects had received any professional development such as 
training or education specifically related to triage practice was also considered by the group to 
be important in gaining a qualitative insight into triage practice. The researcher concurred 
with the focus group, that determining the level of triage specific education and framing that 
the subjects m a y have had was significant to the overall description and definition of the 
discipline. Critically speaking, the Second National Mental Health Plan (Australian Health 
Ministers, 1998) presented a picture of the post-Mainstreaming mental health workforce as 
being highly skilled and well educated. The researcher surmised that generating statistics 
about how many nurses have been offered the opportunity for professional development by 
their employers would in some ways reflect the government's commitment to this forecast. 
Discussion about the inclusion of a question that asks whether the respondent's use 
theoretical models to underpin clinical triage practice gave rise to heated debate amongst the 
focus group members. T w o members of the group argued against including a question about 
theoretical models, as the term model m a y confuse some respondents unfamiliar with 
academic language. The other group members argued that nurses should be aware of some 
theoretical models of practice, such as nursing, psychiatric, medical, social or service models 
established by the agency/healthcare network, given that much of nursing theory and 
education has been based on models of procedure and practice. Several group members raised 
the point that it is important to explore the level of knowledge of psychiatric triage nurses, 
and suggested that including a question that asks about the respondents' understanding/lack 
of understanding of the term theoretical model m a y provide one way of gauging the 
knowledge base of triage nurses. One of the group members suggested clarifying the term 
theoretical models with a brief example of a model, such as the medical model structured into 
the question. The group as a whole supported this suggestion, stating that increasing the 
clarity of the question m a y increase the likelihood of it being correctly interpreted and 
responded to. After some discussion it was unanimously decided that a question exploring the 
psychiatric triage nurse's understanding of theoretical models underpinning practice should 
be included in the survey. 
Further discussions about matters of concern to clinical practice in psychiatric triage 
nursing yielded some important information. The focus group identified dimensions of 
clinical practice such as the level of autonomy, decision-making, and responsibility inherent 
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in the psychiatric triage role as being issues for serious consideration. The group concurred 
that triage is a unique role for psychiatric nurses, as it often requires a very high level of 
autonomous practice, especially in triage nurses working as sole-practitioners. The level of 
decision-making and responsibility in triage practice was perceived by the group as being 
distinctly different to any other type of psychiatric nursing practice, in that psychiatric nursing 
roles are usually performed within a team setting, with decisions about client management 
largely made by the team and or medical staff. The group observed that the triage role often 
requires making sole clinical decisions in life and death situations, for example determining 
the risk status such as level of harm to self and/or others of psychotic and/or suicidal clients, 
often with little referral information and the added pressure of having to act in a timely 
manner. These types of client contacts were cited by the group as being a major source of 
anxiety and stress in the triage role. The focus group identified work-related stress as a major 
side-effect of performing psychiatric triage, and felt that the experience of stress in the triage 
role should be investigated. The group proposed that it is important to establish the level of 
stress perceived by psychiatric triage nurses in clinical practice in order to gain a full and 
realistic understanding of clinical practice issues. It was proposed by the group that making 
comparisons between the experience of stress in the triage role and variables such as 
age/gender/experience/education/ and triage setting might provide insights into ways of 
identifying and ultimately addressing the issue of work-related stress in triage 
Another key feature of clinical practice in psychiatric triage identified by the focus group 
was the experience of confidence in the role. The experience of confidence in practice varied 
markedly amongst the group members. The group suggested that the nurse's level of 
confidence in clinical practice was highly significant, in that the high-level autonomy and 
decision-making inherent in the triage role demands confidence on the part of the practitioner. 
The group further suggested that examining both the level of stress and the level of 
confidence experienced by psychiatric triage nurses in practice could be used as key 
indicators to h o w Victorian psychiatric nurses are coping with and adjusting to the triage role. 
Other clinical practice issues identified by the focus group were conflict with clients and 
families, conflict with other health agencies, and conflict with medical staff and management. 
The group described the practice of triage as involving a considerable amount of negotiating 
between health agencies, health professionals, and with clients and families. According to the 
focus group, it is not u n c o m m o n in the process of triaging, or performing the triage role, for 
conflict to arise. Triage nurses in the group describe encountering verbal abuse from 
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disgruntled clients and families on a regular basis, especially when requests for admission by 
the client/family are denied. S o m e of the nurses in the focus group had also encountered 
threats of physical harm from clients/families dissatisfied with the service. 
According to the group, conflict m a y also arise when clients being referred by other 
healthcare agencies, for example, general practitioners, private psychiatrists, non-government 
agencies, are not given treatment or admission to hospital, as suggested by the referring 
agency. Several group members recounted instances from practice whereby obstructive, 
misinformed behaviour on the part of other agencies or health professionals caused 
considerable conflict in practice, such as other agencies withholding information about the 
bed status and refusing to send discharge summaries, medical staff refusing to speak to a 
nurse about it, and management not providing clear service directives. M a n y of the group 
members had also experienced conflict with medical staff on a regular basis. Group members 
describe the difficulties with medical staff as being largely due to the lack of availability of 
medical staff to promptly complete aspects of a psychiatric assessment or admission, causing 
delays in service and client backlog. The group members also identified lack of knowledge 
and experience in the field of psychiatry as being a problem amongst many duty medical staff, 
especially in after-hours medical staff. 
The focus group also identified ethical conflict as being a clinical practice issue. The 
group members had each experienced several incidents in which ethical issues arising from 
practice caused conflict. For example, refusing admission or treatment to sick clients due to 
lack of resources (e.g. lack of beds) was cited as being one of the major causes of ethical 
conflict in triage practice. S o m e of the group members also commented that confidentiality 
issues related to the w a y personal client information is used by triage and other agencies in 
clinical practice were also a source of ethical dilemmas. 
Further discussion about clinical issues in psychiatric triage practice brought to the fore 
the importance of working collaboratively with other community agencies in the care of the 
mentally ill. The focus group observed that access to police, ambulance, general practitioners, 
private psychiatrists, non-government health agencies, and other public healthcare providers 
is integral to effective triage functioning. The group pointed out the interrelatedness of 
community agencies in the current psychiatric services model. There was considerable 
variation across the group in terms of their experience of the accessibility of some community 
agencies, and it was suggested that a question be included in the survey that asks respondents 
to rate their accessibility. 
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The availability/lack of community resources such as emergency accommodation, 
counselling, and drug and alcohol services was also seen as a major issue in triage practice. 
The focus group pointed out that each regional sector in Victoria has only a very limited 
number of acute psychiatric inpatient beds (approximately 25), which often means other 
arrangements must be made to care for clients in psychiatric crisis requiring overnight 
accommodation. The group members concurred that it was often difficult, especially after 
hours, to find emergency accommodation or social services such as counselling for vulnerable 
youth, w o m e n in social and domestic crisis, and adult males. The group members were 
especially concerned about the paucity of c o m m u m t y drug and alcohol services, and 
according to the group, when such services are available they typically have six week waiting 
lists and unrealistic selection criteria for assessment and treatment. Several group members 
stated that their regional areas were grossly under resourced, and that this presented numerous 
difficulties in providing a quality triage service. 
Another important observation made by the focus group was that clinically, areas that 
were previously the domain of medicine, such as early assessment, provisional diagnosis, 
referral, and early treatment have n o w overlapped into psychiatric triage nursing practice. As 
the triage service is usually the first point of contact with mental health services for most 
consumers, the initial impressions formed in early mental health assessments by psychiatric 
triage nurses are very important, as they determine the type and level of service the client will 
receive, e.g. admission, referral, support. After hours triage nurses in the group related several 
instances from practice where medical residents with no experience in psychiatry called on 
the nurse's expertise to advise on diagnosis, psychiatric medications, certification and the use 
of restraint and seclusion. Others reported instances where the admitting doctor had a cursory 
glance at the client, with no verbal exchange; and then proceeded to fill in the admission 
paper work by copying verbatim what the triage nurse had written in an initial assessment. 
The group suggested including a question that asks the respondent to rate the impact of nurses 
conducting psychiatric triage on some of the traditional medical domains such as diagnosis, 
decision to admit, and decision to certify. Data generated from this question m a y also reflect 
the impact psychiatric triage practice has had on areas of clinical responsibility in psychiatric 
nursing practice. From a critical point of view, the researcher considered questions related to 
the shifting domains of responsibility in psychiatry as integral to interpreting the current 
power relationships in mental health. 
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The final suggestion from the focus group about question content for the clinical section 
of the survey was to include an in-depth exploration of the ways in which psychiatric triage 
nurses triage clients. The researcher suggested to the focus group that it might be more 
appropriate to use the interview method to collect in-depth data about practice, in that the 
questionnaire has limitations in terms of the amount and type of data it can generate. The 
researcher added that the interview method would enable the researcher to explore psychiatric 
triage nursing practice at a deeper level than the survey, with the aim of generating a detailed 
definition and description of the ways in which triage is practiced across the state. The group 
concurred with the researcher that a detailed description of practice would be best achieved 
through the semi-structured interviews. 
5.4.3 Section C: Policy related information 
The questions for Section C were developed after careful consideration by the focus 
group of what constitutes the core content of the Mainstreaming policy as it relates to 
psychiatric triage practice. The group identified several key features of the policy that they 
suggested should be investigated as to their effectiveness within the post-Mainstreaming 
model. The first to be identified by the group was the role of gate-keeper. The group members 
agreed that 'gate-keeping' was a primary function of triage, and very important to the overall 
scheme of the Mainstreaming model. The group pointed out that gate-keeping was 
implemented subsequent to the closure of psychiatric hospitals and the implementation of 
community-based psychiatric care as a way of providing a seamless service to clients and 
establishing region specific community treatment. 
Suicide prevention was considered by the group to be another high priority function of 
triage that has been articulated in all of the mental health policies that have emerged in the 
past decade. Group members stated that much emphasis is placed on risk assessment of 
suicide in triage practice, and that it is an area of triage practice that generates attention and 
concern from within and outside the service. Group members noted that extra funding was 
allocated to mental health services for suicide prevention as a part of the National Mental 
Health Strategy, and some of the group members had attended in-service education sessions 
about suicide prevention, highlighting its priority status in triage practice. The researcher 
concurred with the focus group's proposition of investigating whether triage nurses viewed 
suicide prevention as being effective in the post Mainstreaming service models. 
Discussions about the impact of Mainstreaming gave rise to the issue of timely service 
delivery. The group members complained that they were expected to provide timely service to 
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clients, but not provided with adequate resources to achieve this. M a n y of the group members 
cited pressure to provide timely service in an under-resourced system and community as 
being a significant source of stress and concern in practice. The group was interested to find 
out whether triage nurses perceived the current service model as being effective in providing 
timely service to consumers of mental health services. 
Fundamental to Mainstreaming is community psychiatric care itself, in particular, 
community-based support for mental health clients. The group observed that as frontline 
service providers, triage nurses interface with psychiatric clients living in the community to a 
high degree, especially after business hours when community mental health clinics are closed 
and case managers not available to provide support to clients. The focus group stated that the 
there is an expectation from both consumers of mental health services and mental health 
agencies that the triage service should provide some level of support to psychiatric clients 
living in the cornmunity. The availability of other resources, i.e. non-government services 
such as counselling and support groups to assist and support mental health clients in living in 
the community was considered highly variable by the group. 
H o m e treatment services such as the Crisis Assessment Team for acute psychiatric care, 
and the Mobile Support and Treatment Team for the longer-term management of mental 
health clients were considered by the group to be key elements of recent mental health 
policies, and were identified as being significant to the effectiveness and success of 
community mental health care. Triage services work closely with home treatment services to 
provide mental health care for the community. Again, there was much variation in the 
attitudes of focus group members regarding the effectiveness of home treatment. Attitudes 
within the group varied widely about the effectiveness of supporting and managing 
psychiatric clients in the community within the current post-Mainstreaming model of care, 
and it was suggested that questions that ask psychiatric triage nurses to rate the effectiveness 
of community support and home treatment could be included in the questionnaire. 
During discussions about Mainstreaming, the group made the point that ultimately the 
purpose of the policy was to provide community mental health care to clients. The focus 
group was once again divided when asked whether they felt clients were generally satisfied 
with the service. Group members recounted numerous occasions in their triage practice where 
clients and their families were angry and frustrated by the service, especially when they 
believed the client required further treatment or support than was being offered by the 
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community team or triage service. The group suggested including a question that asks triage 
nurses to rate the effectiveness of Mainstreaming on client satisfaction. 
Another suggestion by the group was to include a question that asks respondents to rate 
the effectiveness of psychiatric triage itself. The group anticipated that the response to this 
question would to some extent reflect h o w satisfied psychiatric triage nurses with the service 
they are providing. S o m e group members argued that the respondents would be naturally 
biased when responding to this question (e.g. overrate their effectiveness), and would 
therefore have difficulty giving an objective opinion on the topic. Despite acknowledging the 
potential for bias, the group on the whole still felt that the question was significant enough to 
include in the questionnaire. 
One of the group members made the observation that the Mainstreaming policy 
emphasised the full integration of mental health services within generalist health. T w o of the 
group members were employed in triage positions based in general hospitals, and all of the 
group members stated that psychiatric triage involves a high level of involvement with 
generalist health services, especially Accident and Emergency departments. Once again, there 
were marked differences of opinion between the group members regarding the success of the 
integration aspect of the policy. T w o group members reported that they had participated in 
providing in-service education to Accident and Emergency staff on h o w mental health 
services such as psychiatric triage, crisis assessment, and consultation/liaison can be 
integrated with generalist health, and that their service was working fairly well. Others in the 
group stated that there had been no induction, orientation, education, or other efforts by 
employers to assist psychiatric or generalist staff in the integration process, and that 
adaptation to the model had been poor. The group recommended including a question that 
asks respondents to rate the effectiveness of integration of mental health services within 
generalist health. It was assumed by the group that answers to the above question would to 
some extent reflect h o w well health services across the state were adapting to the integration 
aspect of Mainstreaming. 
At times, the group discussions about Mainstreaming became very critical in their focus. 
The group members raised critical questions about which stakeholders (clients, government, 
private/public healthcare agencies) had benefited most from Mainstreaming. The group as a 
whole expressed doubt about h o w well the current system actually functions in the 
management of clients with mental illnesses, and identified lack of resources such as acute 
admission beds, staffing numbers, and poor community-based resources as major issues. 
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Further discussions on this topic established the groups opinion that some stakeholders have 
benefited more from Mainstreaming that others The group suggested including a question that 
asks respondents to rate which stakeholders have benefited most from the policy. 
During the final meeting, the researcher asked the group to consider what, if any, were 
the social ramifications or concerns of psychiatric triage nursing. The group's main concerns 
related to the social aspects of psychiatric triage nursing were predominantly about their 
perceived value by other social groups such as consumers, medical staff, management, and 
the general public. Group members stated that both consumers and other service providers 
often seemed to view the triage nurse as obstructive to gaining service, and commonly 
misunderstood the triage role. The experience of feeling under-valued, coupled with feelings 
of being isolated from other mechanisms of team support and feedback in triage were 
common within the group, except in those nurses working within a team environment in 
community mental health clinics. The group saw gauging the respondent's perceived value by 
others as a way of gaining insight into the self-image of psychiatric triage nurses, and 
recommended that a question be included in Section C of the questionnaire that explores this 
issue. 
5.5 Psychiatric Triage Questionnaire: The first draft 
The focus group meetings were successful in generating a large volume of potentially 
useful content for the survey, which was then further refined by the researcher to develop 
specific questions for a first draft questionnaire. The researcher summarised the core content 
of the focus group meetings as a part of the complex process of systematically refining the 
raw content into clear, concise, valid questions. 
Foddy (1993) observed that respondent's attitudes, beliefs, opinions and interests appear 
to be quite unstable, affected by question wording, as well as the format questions are 
presented in. In written surveys, the layout, appearance, and order of the questions is also of 
paramount importance (Converse & Presser, 1986). Converse and Presser recommended 
using simple survey design and format, with clear guidelines and instructions written in plain, 
unambiguous language. There is also evidence to suggest that lengthy surveys have a lower 
response rate than shorter, more concise surveys (Bradburn & Subman, 1979; Converse & 
Presser, 1986; Fowler, 1995). 
The initial draft of the Psychiatric Triage Questionnaire (Appendix B) comprised of thirty 
questions divided into three sub-sections Section A, Section B, and Section C. O f the thirty 
questions, twenty-eight were closed-ended questions, or questions that use forced or set 
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response options, and five were open-ended questions, or questions that allow respondents to 
give their o w n answers (Foddy, 1993). The researcher chose to use a combination of question 
types (i.e. open/closed) to maximise the questionnaires potential to generate accurate data that 
truly reflects the respondent's viewpoint. Whilst closed ended questions are highly 
appropriate for collecting nominal data and advantageous in the data analysis phase, they may 
not always be the correct choice for questions that have potentially many answers (Foddy, 
1993). Closed ended questions with set response options implicitly require the respondent to 
be subject to the choices and influences of the researcher, so that responses to questions with 
multiple perspectives m a y be incomplete or incorrect (Foddy, 1993). Open-ended questions 
are not without their drawbacks either. The subjective responses obtained from open-ended 
questions can be difficult to code and entail considerable time and effort in the data analysis 
phase of the project (Foddy, 1993). 
From the critical theory research point of view, it made a logical sense to utilise both 
closed and open-ended questions in the questionnaire. Firstly, broadening the scope of the 
survey to enable respondents to answer some questions in their o w n words aimed to 
somewhat redress the imbalance of power inherent between the researcher and the subject. 
Secondly, open-ended questions by their very nature stimulate reflective thought, and in 
critical terms, reflective thinking can be viewed as a consciousness raising activity (Held, 
1980). Finally, critical theory research emphasises a multi-dimensional approach whereby 
data can be derived from a number sources, through a number of different methods (Held, 
1980). 
The questions in the first draft of the questionnaire were simply worded and concise, and 
a brief explanation of terms was given where there was any potential for ambiguity. The 
questions were accompanied by brief instructions for making a response, which m a y reduce 
the likelihood of the respondent making incorrect assumptions about question response 
(Fowler, 1995). Foddy (1993) noted that the design of response options in surveys also 
impacts on the quality of the survey. Inappropriate response options in surveys are a potential 
source of frustration for respondents, and m a y affect the outcome of the survey in terms of 
lower response rates (Foddy, 1993). The response options were carefully constructed in 
collaboration with the focus group as a part of the process of formulating the survey 
questions. The focus group 'brainstormed' potential responses to the questions with the goal 
of covering all potential responses. The aim of utilising the group to assist in the process of 
creating response options was to ensure that the response options were as relevant and 
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appropriate to the questions as possible. Rea and Parker (1997) highlighted the importance of 
designing question responses that are appropriate to the nature or intention of the question. 
Designing responses appropriate to the question intent provides structural guidelines to assist 
respondents in understanding the meaning and intention of the questions (Rea & Parker, 
1997). Foddy (1993) strongly recommended including a no response option (none\zero) in the 
question response design. B y not including a no response option in the response design the 
researcher reduces the potential for respondent frustration and forced responses to questions 
that may be inaccurate or misleading (Foddy, 1993). Throughout the draft Psychiatric Triage 
Questionnaire, when the response has the potential to vary from the given response options, 
respondents were given the option to select other, please specify, as opposed to being forced 
to select an answer that m a y be inaccurate from the given response options. There were also 
several questions within the first draft questionnaire that encouraged participants to comment. 
Providing comment options enables participants to add related data that m a y not be able to be 
adequately attained in the choice of response options available in the survey (Fowler, 1995). 
5.6 Testing the first draft Psychiatric Triage Questionnaire 
In the final focus group meeting, the researcher presented the first draft questionnaire to 
the group for critique. The aim of this meeting was to test the usability and validity of the 
questionnaire prior to conducting a pilot test. The group members were asked to complete the 
draft questionnaire and the accompanying feedback sheet (Appendix C). Question one of the 
feedback sheet collected data about the length of time needed to complete the questionnaire. 
Question T w o listed each question number in order and required respondents to critique each 
question using the headings, content, and wording, e.g. "In the section below, please 
comment on whether the content or wording of the questions should be changed (i.e. respond 
'no' to indicate no change, and 'yes' - (specify) to indicate the need for change)". Question 
Three of the feedback sheet was designed to encourage respondents to add further comments 
or feedback to the study e.g. 'Do you have any further comments or feedback about the 
questionnaire'? 
The first draft questionnaire feedback sheets generated some useful critique of the draft 
questionnaire, although only one respondent chose to use the further comment option on the 
feedback sheet. Section A. raised no comment or critique from the group, and from this 
response the researcher assumed that this section was completed without difficulty (i.e. 1 0 0 % 
acceptance). Section B. raised one comment, that the term theoretical model needs further 
clarification. This response was no surprise, as the term had been contentious throughout 
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focus group discussions. There were no comments made about the clarity of sentences, or 
about the appropriateness of response options, and from this response the researcher surmised 
that these aspects of the questionnaire presented no difficulties (i.e. 1 0 0 % acceptance). 
One of the respondents made a very useful contribution to the content of Section C of the 
questionnaire, proposing that it would be beneficial to the overall aims of the study to find out 
the respondents views to the positive and negative aspects of psychiatric triage nursing. It was 
suggested that respondents be given the opportunity to express their opinions by being able to 
answer the question in their o w n words. The researcher concurred with this idea, the 
underlying assumption being that data gained from responses to this type of question has the 
potential to be very revelatory, in that it asks the respondent to share personal insights about 
practice that m a y assist in the process of defining and describing psychiatric triage nursing. 
O n further reflection on the suggestion put forward by the focus group member, that 
respondents be given an opportunity to express an opinion about psychiatric triage in their 
own words, the researcher decided to expand the questionnaire to include, as a final question 
in Section C; an open-ended question that encouraged respondents to add their own 
contribution to the study. The aim of the final item was to invite the respondents to make 
comments, share opinions and observations, raise questions, and offer suggestions about 
psychiatric triage nursing that m a y be advantageous to the study. Including a question that 
encouraged open critical discourse about psychiatric triage nursing was viewed by the 
researcher as having the potential to generate rich data that would further contribute to a 
description and definition of the discipline. Enabling respondents to have a voice by 
including a question that seeks open discourse about the topic could also be viewed as 
emancipatory in its intent, and thereby well aligned with critical approaches. Asking 
questions that require the respondent to critically reflect on practice (consciousness raising), 
and have a voice, reflects the researchers awareness of the need to be guided by the critical 
framework underpinning the study. 
Following the feedback elicited from testing the first draft questionnaire, the researcher 
made some adjustments to the tool. The first change was to define the term theoretical models 
further by changing the wording of the question (20) from; 'In your psychiatric triage 
practice, do you use theoretical models to guide your practice', to; 'In your psychiatric triage 
practice, do you use nursing/psychiatric/other theoretical models to guide your practice'? The 
second change made to the questionnaire was to include two questions that asked the 
respondent to identify the positive and negative aspects of psychiatric triage, i.e. 'Briefly list 
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the most positive aspects of psychiatric triage nursing' (Question 31), and 'Briefly list the 
most negative aspects of psychiatric triage nursing' (Question 32). The revised version of the 
questionnaire was comprised of fourteen questions in Section A, thirteen questions in Section 
B, and six questions in Section C. To reduce the bulk of the thesis, the detailed account of the 
process of formulating the questionnaire, and the final draft of the pilot questionnaire, have 
been placed within Appendix D. 
5.7 Pilot testing the questionnaire 
Pilot testing, or the preliminary testing of a questionnaire on a sample of the population 
being investigated, is commonly used in survey research to identify potential problems with 
questions and survey design (Polgar & Thomas, 1995). Testing the feasibility and validity of 
the instrument prior to its use is an important step in survey development, and it is especially 
important when testing or evaluating a new instrument (Nieswadomy, 1998). Foddy (1993) 
observed that pilot testing questions assists in uncovering difficulties the respondent m a y 
have in understanding and answering the questions, and also highlights potential problems 
that the researcher m a y encounter with questions, such as their functionality in the data 
analysis phase. Tulman and Fawcett (1996) viewed pilot studies as a form of primary 
prevention, in that flaws identified, and subsequently rectified, through the pilot study can 
prevent potentially large and costly mistakes. Pilot testing also gives the researcher the 
opportunity to gain experience using the instrument and methodology, which may be 
beneficial in preparing for data collection (Nieswadomy, 1998). 
Pilot testing of the questionnaire was conducted using a convenience sample of 
community mental health nurses from a non-metropolitan healthcare sector in Victoria. The 
researcher approached both the hospital ethics committee and the Community Mental Health 
team manager by letter to request permission to conduct the pilot (Appendix E). Following 
approval for the pilot study by the hospital ethics committee and the manager of the 
community mental health team, a letter introducing the study was circulated through the 
community team (Appendix F). The project was also introduced at a team meeting, where a 
collaborative researcher was arranged to assist the researcher in establishing the project at the 
site. 
The collaborative researcher acted as a contact person between the researcher and the 
agency, and was also available onsite to answer questions about the project from potential 
respondents. The collaborative researcher suggested leaving the pilot test in place at the 
agency for a four-week period to enable staff on leave to have an opportunity to participate in 
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the study. The questionnaires, accompanying feedback sheets, and a sealed 'response box' 
was then placed the in the triage workplace for a period of six weeks. Participation in the pilot 
test was on an entirely voluntary basis, and respondents were able to participate anonymously. 
The only criteria for participating in the pilot was that the respondents be nurses engaged in 
community mental health nursing. 
5.8 Pilot Triage Questionnaire Feedback Sheet 
The aim of the pilot study was to test; a) average time taken to complete the 
questionnaire, b) quality of the layout and presentation of the questionnaire, c) whether the 
respondent had any difficulties completing the questionnaire, d) the content validity of the 
questionnaire, e) whether the wording of the questionnaire was appropriate. The feedback 
sheet for the pilot questionnaire (Appendix G ) was modified from the one used in preliminary 
testing with the focus group. The measure of validity and reliability of the questions was 
determined by the researcher to be a more than ninety percent acceptance rate for each 
question. Following is a summary of the Pilot Triage Questionnaire Feedback Sheet. 
Question One; 'How long did you take to complete the questionnaire?' established the 
overall time taken to complete the questionnaire. A n important consideration in the overall 
design of the survey was to keep the time needed to complete the questionnaire to an absolute 
minimum. The focus group were adamant that lengthy, time consuming documents could be 
seen as a burden to potential respondents, as triage nurses are always pressed for time. The 
aim was to keep response time needed to complete the questionnaire to within thirty minutes. 
Question T w o ; 'Is there anything in the layout/presentation of the questionnaire that you 
think should be changed?' sought the respondent's view on the presentation of the 
questionnaire. The researcher aimed to keep the visual appearance of the questionnaire as 
simple as possible, avoiding over-using clusters of columns, rows, or response boxes that may 
be intimidating to the respondent, especially if on first appearance the questionnaire seems to 
require a lot of work to complete. 
Question Three; 'Please describe any difficulties you had completing the questionnaire' 
encouraged the respondent to critique the questionnaire and identify any problems they may 
have encountered in its completion. 
Question Four instructed the respondent to comment on whether the content and wording 
of each question needs changing; "In the section below, please comment on whether the 
content or wording of the questions should be changed (i.e. tick 'no' to indicate no change, 
and 'yes'- 'specify' to indicate the need for change). The questions were then listed in order, 
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and two response options were provided, these were, content and wording, as well as space 
for comment. 
Question Five, 'Do you have any further comments or feedback about the 
questionnaire?' was included on the feedback sheet to encourage further discussion from 
respondents about the pilot questionnaire. The aim of this question was to generate data that 
may be useful in refining, and critiquing the instrument. Space was provided below the 
question for comment. 
Fourteen nurses responded to the call for participation in the pilot study, and data 
generated from the responses was used to refine the questionnaire to completion stage. 
Although the respondents answered all the questions on the feedback sheet using the set 
response options (tick yes/no), only one respondent chose to use the comment or specify 
option and offer any independent critique of the questionnaire. The response to the pilot 
questionnaire was somewhat disappointing in this regard, in that the researcher was expecting 
to accrue further useful comment and critique from the test. 
5.9 Pilot Questionnaire results 
Following is a summary of the results attained from the Pilot Questionnaire: 
Question One: Ten respondents completed the questionnaire in ten minutes, and the 
remaining four took fifteen minutes each to complete the questionnaire. The average (mean) 
response time was calculated to be 11.4 minutes. It is noteworthy that only two of the 
fourteen respondents chose to make use of the comment response options in the Pilot Triage 
Questionnaire, which could have impacted on the overall result. The pilot test was also 
conducted in the respondent's work place, where time is valuable, and this may also have 
influenced the amount of time taken to complete the questionnaire. 
Question Two: All fourteen responses given were no, indicating that the layout and 
presentation of the questionnaire should remain unchanged. This constitutes a one hundred 
percent acceptance rate for layout and presentation. 
Question Three: None of the respondents reported any difficulty in completing the 
questionnaire. From this response the researcher assumed a one hundred percent acceptance 
rate of the clarity or usability of the questionnaire. 
Question Four: The respondents completed all the questions using the set response 
options. All but one of the questions, that is question 20, received a one hundred percent 
acceptance rating. T w o respondents indicated, by ticking yes, that the wording in question 20 
of the Pilot Triage Questionnaire should be changed, which constituted an eighty-six percent 
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acceptance rate. One of the aforementioned respondents used the specify option to suggest 
including an explanation of the term model, and the other offered no comment about how the 
wording of the question should be changed. 
Question Five: None of the fourteen respondents offered any specific comments or 
feedback about the study, other than one respondent who wrote, "I'm glad somebody is doing 
this research". The lack of comment from respondents could be viewed in several ways; 
firstly, the pressure on time in the work environment may have impacted on the decision to 
write a comment or leave the space blank, secondly, perhaps the question could have been 
more directive and specific in its structure, and finally, the questionnaire content and 
presentation was considered satisfactory by the respondents. The researcher chose to view the 
results of the pilot test from the latter perspective. 
The results of the pilot questionnaire indicated that according to the sample, very little in 
the questionnaire required changing. It is interesting to note that like the focus group, the pilot 
study respondents also had concerns about use of the term 'theoretical model' in the 
questionnaire. This feedback about the question, a less than 90 percent acceptance rate, 
suggested to the researcher that the question required further review. After some 
consideration the researcher decided to include a well-known example of a theoretical model, 
i.e. the medical model, to further clarify the term. In some senses, qualifying the term 
theoretical model to that extent could be viewed as overly prompting or influencing the 
respondent's answer, however in the interests of greater sentence clarity the example was 
added to the final draft of the questionnaire, the Victorian Psychiatric Triage Questionnaire 
(Appendix H). 
5.10 Administering the Victorian Psychiatric Triage Questionnaire 
The University of Ballarat H u m a n Research and Ethics Committee granted approval for 
the project (Appendix I) to commence subject to gaining ethical approval from participating 
Victorian Healthcare Networks. Victoria's mental health services are divided into twenty-one 
regional Area Mental Health Services, including eight rural and thirteen metropolitan 
healthcare networks. The metropolitan Area Mental Health services are; Central East, 
Dandenong, Inner South-East, Inner Urban East, Inner West, Mid-West, Middle-South, 
North-East, North West, Northern, Outer East, Peninsula, and South-West. The non-
metropolitan Area Mental Health Services are; Barwon-South Western Region, Gippsland 
Region, Grampians Region, Goulbum Region, North- Eastern (Hume) Region, Loddon-
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Campaspe/Southern Mallee Region, Glenelg Region, and Northern Mallee (Department of 
Human Services, 2002). 
The process of obtaining ethical permission for conducting the research at each Area 
Mental Health Service across the state was extremely time consuming and arduous, as each 
regional service required the project to be submitted to their individual H u m a n Research and 
Ethics Committee. A s a prerequisite to submitting an ethics application, each ethics 
committee required the researcher to first obtain approval in writing to conduct the research 
from the Area Manager, and secondly gain the support of a collaborative researcher from 
within the agency. The researcher initially approached each Area Manager across the state by 
mail (Appendix J) with a letter introducing the project, and a follow-up phone call three 
weeks later to discuss it further. There were many delays in attaining the required signatures 
on ethics application forms and supporting approval letters from some agencies, and as a 
result, obtaining ethical approval from healthcare networks was staggered over an eleven-
month period. Another difficulty in the ethics process was that ethic application forms were 
not uniform or standarised across the state. Whilst many agencies in the state used the 
Department of H u m a n Service Ethics Application Form, several did not. Several of the 
agencies used the Department of H u m a n Services Ethics Application form as well as an 
individual, site-specific form. This resulted in a considerable amount of time being consumed 
completing individual application forms, and following up supporting documents by phone, 
post, email and fax. Several regional ethics committees required the researcher to present the 
research project in person to the ethics meeting as a part of the process of gaining ethical 
approval. Three Area Mental Health Services also required the researcher to present (explain, 
introduce) the research project onsite to psychiatric triage nurses in community mental health 
teams. The lack of state-wide standardisation of H u m a n Research and Ethics procedures 
meant that the process of gaining ethical approval for the project from Victorian healthcare 
agencies was very slow. All twenty-one Area Mental Health Services granted approval for the 
project over the eleven-month period, and data collection across the state was staggered in 
accordance with gaining ethical approval from each agency. 
O n gaining ethical approval from the healthcare network, the researcher made phone 
contact with the collaborative researcher from within the agency to discuss and organize 
commencement of data collection. The researcher used nurses exclusively as collaborative 
researchers during data collection at the agencies. The rationale for this was to give nurses the 
opportunity to be involved in nursing research, which is in line with the principles of 
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facilitated praxis, and also because nurses would have greater access to information about 
nursing numbers and activities on the site. The first step was to try and establish from the 
collaborative researcher, the number of nurses conducting psychiatric triage within their 
network/area/ agency, this was often difficult to ascertain precisely, as triage activities may 
be conducted by ward nurses, duty workers, and C A T clinicians in the overall twenty-four 
hour provision of psychiatric triage services. The number of nurses performing mental health 
triage across rural and metropolitan mental health services varies, but at present, each 
regional sector has five designated triage effective full time (EFT) positions (Personal 
Communication from a H A C S U delegate, 2002), and approximately four to eight other team 
members such as C A T workers and duty workers m a y also be involved in providing triage 
services. The numbers of nurses performing triage at the agencies was established through 
discussions with the collaborative researcher, w h o supplied information about current 
numbers of nurses involved in triage within their agencies. The final figures were arrived at 
by adding the number of nurses in designated triage positions, to the numbers of nurses 
rostered in duty triage, C A T teams and that perform triage as part of their role. After 
establishing the numbers at the agency, the researcher then arranged to have the research 
package posted to the collaborative researcher and the survey established within the 
psychiatric triage nursing work environment. The research package contained 'x' amount of 
copies of the Victorian Psychiatric Triage Questionnaire and attached Interview Consent 
Form (Appendix L), as well as five extra copies to allow for casual staff and accidental loss, 
the Plain Language Statement, and two reply-paid envelopes per questionnaire (pre-paid 
postal fee and addressed to the researcher) to enable the questionnaire and consent form to be 
mailed separately to maintain anonymity. The period of data collection at each agency was 
six-weeks, and the researcher sent a letter to each agency a week prior to this date as a 
reminder of the closure of the data-collection period. 
5.11 The Plain Language Statement 
Most of the regional research and ethics committees had specific requirements regarding 
the Plain Language Statement (Appendix K ) , such as using hospital logos, prescribed 
terminology and consent forms, although the essential information required was the same; 
that is, a clear explanation of the study in lay terms, addressing ethical issues such as 
confidentiality, and researcher/supervisor contact details. The Plain Language Statement also 
provided a brief explanation on how to return the completed questionnaire and consent form 
to the researcher in the two separate envelopes provided. The researcher viewed the Plain 
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Language Statement as an important tool to engage the psychiatric triage nurse population in 
the study, and the wording of the statement therefore reflected the idea that the study was an 
opportunity for psychiatric triage nurses to have a voice about their practice, and thereby 
contribute to a realistic definition and description of psychiatric triage nursing. 
5.12 The overall process of state-wide survey research 
Considering the size of the project, and the number of people and agencies involved, the 
process of implementing the survey across the state proceeded smoothly, albeit slowly. The 
assistance of the 21 collaborative nurse-researchers within the mental health agencies across 
the state was invaluable, and there were numerous phone calls, emails and meetings between 
the researcher and the collaborative researchers to ensure that the survey was established 
successfully. The researcher viewed the liaison with the collaborative researchers as not only 
a strategy to ensure the successful implementation of the survey, but also as another 
opportunity to engage in collegial dialogue on the topic of mental health triage. Inevitably, 
discussion with collaborative researchers on mental health triage would ensue as a result of 
implementing the survey; and the researcher took the opportunity to reinforce the idea that the 
project was a collaborative effort between the researcher and the subjects. The overwhelming 
feedback the researcher received from discussions between collaborative researchers was 
firstly, that they were very supportive of research that derived its impetus from the practice 
world, and secondly, they were in full support of an investigation of psychiatric triage 
nursing. 
5.13 S u m m a r y 
In summary, the discussion in this chapter presented an in-depth description of the 
processes involved in designing and constructing the Victorian Psychiatric Triage 
Questionnaire in collaboration with a focus group of psychiatric triage nurses, for the 
purposes of collecting quantitative data to contribute to a holistic definition and description of 
psychiatric triage nursing. The discussion in Chapter Five also gave an account of the 
procedures involved in implementing the survey across the state, including the process of 
gaining ethics approval from healthcare agencies, and working with collaborative nurse-
researchers. 
The researcher observed that working collaboratively with a focus group of psychiatric 
triage nurse experts was not only beneficial to the process of identifying appropriate question 
content for the survey, but also conducive to creating conditions for praxis research, whereby 
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the researcher and researched engage in a process of dialectical critical reflection, arising in 
greater understandings and insights of the topic. 
The discussion in the following chapter presents a detailed account of the qualitative 
component of the investigation, the semi-structured interviews. 
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CHAPTER SIX 
PHASE SIX: SURVEY FINDINGS 
6.1 Introduction 
The discussion in the previous two chapters offered a comprehensive overview of the 
quantitative and qualitative components of the study. The findings presented in this chapter 
are the results of Phase Four, the quantitative component of the investigation. 
The survey results were achieved through statistical analysis of the data using the 
computer assisted statistical analysis software program, SPSS. A s previously mentioned in 
chapter four, the aim of the quantitative component of the investigation was to use descriptive 
statistics to describe key characteristics of the psychiatric triage nurse population, including 
information about the composition and organisation of triage across the state, information on 
clinical triage practice, and information related to triage nurses attitudes and perceptions 
towards aspects of the Mainstreaming policy. 
Descriptive statistical tests such as frequencies, percentages, means, and chi square testing 
were also used to test the relationships between key variables identified by the focus group as 
being significant to triage practice, such as support, confidence, responsibility, and the 
findings of these tests are presented after the survey findings. 
6.2 Methodology 
Results for the qualitative items on the survey were achieved through simple content 
analysis whereby documents, text or speech are examined to determine similarity and 
frequency of responses, and patterns/repetitions in the data (Weber, 1990). Given that the 
qualitative items on the survey ask respondents to list rather than provide in-depth details, it 
was anticipated that simple content analysis would be a more appropriate level of analysis 
than thematic analysis (Weber, 1990). 
The findings are presented in the same order as the questions/items appeared on the 
survey questionnaire, and some of the results have been presented in tables for the 
convenience of the reader. The subjects are referred to as respondents in this section, which is 
a term commonly used in survey research to denote those w h o have responded to the survey 
(Foddy, 1993). 
6.3 The sample 
One of the key aims of the quantitative component of the investigation was for the survey 
to reach the total population of psychiatric triage nurses in Victoria, so that the results 
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attained would present an accurate as possible representation of the views of the population 
under investigation. In many regards this aim was achieved, in that the survey was distributed 
throughout every Area Mental Health Service in Victoria. A s previously mentioned in chapter 
four, it was difficult to establish the exact number of nurses performing psychiatric triage in 
Victoria, as triage activities may be performed as a part of nursing duties by nurses not in 
designated triage or C A T team positions. At the time of this investigation, the total number of 
designated psychiatric triage positions in Victoria was 105, that is, five EFT (effective full 
time) triage positions allocated to each of the 21 Area Mental Health Services (Personal 
Communication from Health and Community Services Union, 2002). Mental health triage in 
Victoria is also commonly performed by nurses working in C A T teams, by nurses providing 
duty/triage services in Continuing Care Teams (community mental health clinics), and may 
also be performed by nurses working in inpatient psychiatric units. In view of the difficulty 
establishing the exact number of triage nurses in Victoria, the population was estimated to be 
approximately 200, and therefore a total of 200 surveys were distributed across Victorian 
Area Mental Health Services. One hundred and thirty-nine completed surveys were returned 
to the researcher (N=139), which represents 69.5 percent of the estimated total population of 
Victorian psychiatric triage nurses. 
6.4 Findings: Section A 
The mean age of respondents were 39.5 (SD 7.56), and the age range was from 23 to 57, 
indicating a mature-aged workforce. One respondent declined to reveal their age. Seventy-two 
respondents were male (51.8 % ) , and 67 (48.2%) were female. 
Seventy-five respondents (54%) were located in metropolitan Melbourne healthcare 
settings, whilst 64 (46%) were located in non-metropolitan settings. 
Forty-nine (35.3%) respondents were located in community mental health clinic settings, 
28 (20.1%) were located in inpatient unit settings, 14 (10.1%) were located in the emergency 
department, and 48 (34.5%) were located in a combination of these settings, i.e. CAT/triage 
nurses normally located at clinics m a y be rostered to perform triage on a once/twice weekly 
basis in the emergency department 
The results of the survey indicated that there is considerable variation in the grading, or 
position level of psychiatric triage nurses in Victoria. Table 1 below illustrates the variation in 
grading across the state, based on the General Nurses Award: 
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Table 1. Position level/grading 
Grading Gl G2 3A 3B 4A 
2 8 16 38 29 
1.4% 5.8% 11.5% 27.3% 20.9% 
Item Six of the questionnaire was incorrectly answered by many of the respondents. The 
question called for respondents to 'tick all applicable' to classify their position in terms of 
'permanent', 'full-time', 'part-time', 'casual contract', 'casual agency', and 'other'. M a n y of 
the respondents ticked only one response option, and therefore the responses to the question 
were incomplete. This flaw in the structure of the questionnaire item was not identified in 
draft testing or pilot testing, however the fault was evident by the erroneous responses to the 
question. The following results m a y be incomplete: Seventy-five respondents (54%) were 
permanent employees, 38 (27.3%) respondents were fulltime employees, 20 respondents 
(14.4) were part-time employees, three respondents (2.2%) were casual contract workers, and 
three respondents (2.2%) were casual nursing agency workers. 
The average hours of triage performed in a week, resulted in a mean score of 18.7 (SD 
13.39) hours per week. This low score can be accounted for when considering that 55 percent 
of the sample was employed as CAT/triage nurses, who commonly rotate through triage once 
or twice a week, and also in the fact that approximately 15 percent of the sample were part-
time employees. 
The mean score for years of experience as a registered nurse was 15.5 years (SD 7.82), 
indicating that psychiatric triage nursing workforce is highly experienced. 
Results to Item Nine, 'what nursing qualifications do you hold' showed that 126 
respondents (90.6%) held a Registered Psychiatric Nurse qualification (division three), 51 
respondents (36.6%) held a Registered General Nurse qualification (division one), and 11 
respondents (7.9%) held 'other' nursing qualifications. 
There was some variation in the level and type of tertiary education held by psychiatric 
triage nurses, however the study found that only 72 respondents (51.7%) had some type of 
tertiary education, as displayed in Table 2 (below): 
Table 2. Level and type of tertiary education 
Tertiary Ed Diploma Grad Cert. Grad Dip 
22 16 22 
15.8% 11.5% 15.8% 
4B 5 6 
40 2 1 
28.8% 1.4% .7% 
Bachelor Masters Doctorate 
44 7 2 
31.7% 5.0% 1.4% 
129 
Table 3 displays results for Item 11, on post-registration areas of experience in mental 
health nursing. It is noteworthy that 70 percent of the sample had community mental health 
experience, however very few had experience in child and adolescent mental health, forensic 
mental health, or drug and alcohol assessment/treatment. 
Table 3. Post-registration experience 
ChildVAdol Acute Psych/Geri Drug+Alc Forensic Rehab Community Manage' Teaching Other 
Adult
 t 
20 121 52 28 25 47 98 39 24 10 
14.4% 87.1% 37.4% 20.1% 1 8 % 33.8% 70.5% 28.1% 17.3% 7.2% 
Note: Respondents selected more than one response to this item 
Item 12 of the questionnaire sought information on how nurses were recmited for triage 
positions, and found that 10.8% (15) of the sample responded to externally advertised 
positions, 9.4% (13) were seconded into the position, 6.5% (9) were acting in the position, 
45.3% (63) were recruited via the C A T team, 35.3% (49) were performing triage as a part of 
normal duties, for example duty-workers in continuing care, and 7.9% (11) selected the other 
category and chose not to specify. 
The survey found that the majority of the sample were employed in CAT/triage positions 
77 (55.4%), followed by duty/triage positions 35 (25.2%), designated triage position 23 
(16.5%), consultation/liaison positions 6 (4.3%), and other 15 (10.8%). The respondents that 
selected the other category did not specify the type of position in the space provided, but 
could refer to triage performed by nurses on the ward overnight as a part of expected duties. 
Table 4 below presents information about the types of shifts/hours that psychiatric triage 
nurses work, and found that the majority of psychiatric triage nurses work a 7-day, 8-hour 
rotating roster. 
Table 4. Shift type 
Shifts Rotating Fixed B/H N/S 6hr 8hr 10hr Other 
105 11 13 4 4 56 11 6 
. 75.5% 7.9% 9.4% 2.9% 2.9% 40.3% 7.9% 4.3% 
Note: Respondents selected more than one response to this item 
6.5 Findings: Section B 
The findings from Item 15 identified that 90 (64.7%) of psychiatric triage nurses within 
the sample were sole-practitioners, and the remaining 49 (35.3 % ) practiced within a team 
setting in the community mental health clinic, or within the C A T team. 
130 
The majority (114, 82%) of psychiatric triage nurses in the sample performed mental 
health assessment both face-to-face, and via the telephone. Sixteen respondents (11.5%) only 
performed mental health assessments via the telephone, and a further 9 (6.5%) only 
performed mental health assessments on a face-to-face basis. 
Item seventeen of the survey sought information about whether nurses conducted face-to 
face psychiatric assessment in triage on their own, or with another staff member present. The 
findings for this item indicated that only a very small percentage (2.9%) of triage nurses 
within the sample always conduct face-to-face assessments with another staff member 
present, 29.5 percent of the sample always conduct face-to-face assessments alone, 58.3 
percent of the sample conduct face-to-face assessments both with and without another staff 
member present, and a further 9.3 percent were not involved with in conducting face-to-face 
assessments. 
Forty-nine respondents (35.3%) indicated that they had received opportunities for 
professional development from their employers, and a further 90 respondents (64.7%) had 
received no professional development opportunities. The most frequently cited forms of 
professional development listed by the forty-nine respondents were; suicide prevention 
workshops, risk assessment workshops, early psychosis workshops, dual diagnosis 
workshops, R A P I D training, and a variety of in-service training. For a complete list of all 
types of professional development listed by respondents please see Appendix N. 
Item 20 asked respondents whether they used nursing/psychiatric/theoretical models to 
guide triage practice; 75 respondents (54%) indicated that they did use theoretical models to 
guide practice, and 64 respondents (46%) indicated that they did not use theoretical models to 
guide practice. O f the 75 respondents that indicated that they use theoretical models to guide 
practice, 49 respondents chose to specify models used. Following is a brief example of 
theoretical models cited by psychiatric triage nurses: 'crisis intervention model', 'medical 
model', 'nursing models', 'Mental Status Examination', and the 'bio-psycho-social model'. 
For a full list of models listed by respondents see Appendix O. 
Table 5 below displays results from Item 22 of the questionnaire, which asked 
respondents to rate support to the triage role from other members of the healthcare team; 
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Table 5. Level of support to triage from other disciplines 
Level of support None Low Moderate High 
Medical 10 (7.2%) 39 (28.1%) 60 (43.2%) 30 (21.6%) 
Psychiatrist 8 (5.8%) 51 (36.7%) 46 (33.1%) 34 (24.5%) 
Allied health 27 (19.4%) 42 (30.2%) 38 (27.3%) 31 (22.3%) 
Nursing 2 (1.4%) 13 (9.4%) 45 (32.4%) 79 (56.8%) 
Management 17 (12.2%) 41 (29.5%) 50 (35.9%) 31 (22.3%) 
Table 6 below presents the findings from Item 23 of the questionnaire, which asked 
respondents to rate the experience of; a. level of responsibility, b. level of autonomy, c. level 
of decision making, d. level of stress, and e. level of confidence in psychiatric triage practice. 
Table 6. Level of 
Level of 
Responsibility 
Autonomy 
Decision making 
Stress 
Confidence 
responsibility, autonomy, 
None 
1 (.7%) 
0 
0 
0 
0 
decision-making, stress, and confidence in triage 
Low 
3 (2.2%) 
6 (4.3%) 
3 (2.2%) 
5 (3.6%) 
3 (2.2%) 
Moderate 
14 (10.1%) 
30 (21.6%) 
20 (14.4%) 
41 (29.5%) 
63 (45.3%) 
High 
121 (87.1%) 
103 (74.1%) 
116 (83.5%) 
93 (66.9%) 
73 (52.5%) 
Table 7 below displays the results from Item 24 of the survey, which asked respondents 
to rate the frequency of the following practice issues (experiences) in triage; a. ethical 
dilemmas, b. verbal assault, c. physical assault, d. conflict with other agencies, e. conflict 
with medical staff, and f. conflict with management. 
Table 7. Practice issues 
Practice issue 
Ethical dilemmas 
Verbal assault 
None 
4 (2.9%) 
1 (.7%) 
Low 
59 (42.4%) 
26 (18.7%) 
Moderate 
55 (39.6%) 
70 (50.4%) 
High 
21 (15.1%) 
42 (30.2%) 
Physical assault 28(20.1%) 87(62.6%) 19 (13.7%) 5 (3.6%) 
Conflict/agency "~ 2 (1.4%) 40(28.8%) 66 (47.5%) 31(22.3%) 
Conflict/medical 10 (7.2%) 59 (42.4%) 56 (40.3%) 14 (10.1%) 
Conflict/manage't 16 (11.5%) 73 (52.5%) 29 (20.9%) 21 (15.1%) 
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Table 8 below displays the results from Item 25 of the survey, which asked respondents to 
rate the accessibility of the following community agencies; a. police, b. ambulance, c. private 
psychiatrists, d. general practitioners, e. N G O healthcare agencies, and f. other public health 
agencies. 
Table 8. Accessibility of community agencies 
Agency None Low Moderate High 
Police 1 (.7%) 14 (10.1%) 70 (50.4%) 54 (38.8%) 
Ambulance 1 (.7%) 8 (5.8%) 65 (46.8%) 65 (46.8%) 
Private psych 18 (12.9%) 71 (51.1%) 41 (29.5%) 9 (6.5%) 
GP's 3 (2.2%) 38 (27.3%) 78 (56.1%) 20 (14.4%) 
NGO's 4 (2.9%) 49 (35.3%) 71 (51.5%) 15 (10.8%) 
Public health 2 (1.4%) 52 (37.4%) 77 (55.4%) 8 (5.8%) 
Table 9 below displays the results for Item 26 of the survey, which asked respondents to 
rate the availability of community resources; a. adult emergency accommodation, b. youth 
emergency accommodation, c. women's refuges, d. counselling services, and e. drug and 
alcohol services. 
Table 9. Availability of community resources 
Resources None Low Moderate High 
Adult emergency accom 27 (19.4%) 82 (59.9%) 20 (14.4%) 10 (7.2%) 
Youth emergency accom 26 (18.7%) 94 (67.6%) 17 (12.2%) 2 (1.4%) 
Women's refuges 10 (7.2%) 75 (54%) 48 (34.5%) 6 (4.3%) 
Counselling 3 (2,2%) 57 (41%) 72 (51.8%) 7 (5%) 
Drug and alcohol 1 (.7%) 58 (41.7%) 69 (49.6%) 11 (7.9%) 
Table 10 below presents the findings from Item 27 of the survey, which asked 
respondents to rate the impact of nurses performing triage on the following traditional areas 
or domains of medical dominance; a. early diagnosis, b. early treatment, c. prescription of 
medication, d. decision to admit, e. decision to certify, f. decision to discharge, and g. 
decision to use restraint. 
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Table 10. Impact of triage on 
Domains 
Early diagnosis 
Early treatment 
Prescription of Rx 
Decision to admit 
Decision to certify 
Decision to discharge 
Decision/ restraint 
domains of traditional medical dominance 
None 
5 (3.6%) 
1 (.7%) 
15 (10.8%) 
4 (2.9%) 
4 (2.9%) 
30 (21.6%) 
14 (10.1%) 
Low 
14 (10.1%) 
18 (12.9%) 
31 (22.3%) 
5 (3.5%) 
14 (10.1%) 
48 (34.5%) 
46 (33.1%) 
Moderate 
72 (51.8%) 
60 (43.2%) 
65 (46.8%) 
43 (30.9%) 
41 (29.5%) 
36 (25.9%) 
49 (35.3%) 
High 
48 (34.5%) 
60 (43.2%) 
28 (20.1%) 
87 (62.6%) 
80 (57.6%) 
25 (18%) 
30 (21.6%) 
6.6 Findings: Section C 
Table 11 below presents the findings from Item 28 of the survey, which asked 
respondents to rate the effectiveness of the following aspects/domains of the Mainstreaming 
policy; a. gate-keeping role, b. suicide prevention, c. timely service delivery, d. community 
support for clients, e. home treatment, f. client satisfaction, g. psychiatric triage, and h. 
integration with generalist health. 
Table 11. Effectiveness of 
Gate-keeping 
Suicide prevention 
Timely service 
Community support 
Home treatment 
Client satisfaction 
Psychiatric triage 
Integration with general 
Mainstreaming and 
None 
5 (3.6%) 
0 
1 (.7%) 
1 (.7%) 
1 (.7%) 
1 (.7%) 
2 (1.4%) 
8 (5.8%) 
Integration policy 
Low 
27 (19.4%) 
20 (14.4%) 
26 (18.7%) 
28 (20.1%) 
17 (12.2%) 
36 (25.9%) 
13 (9.4%) 
54 (38.8%) 
Moderate 
65 (46.8%) 
77 (55.4%) 
66 (45.7%) 
76 (54.7.1%) 
62 (44.6%) 
91 (65.5%) 
74 (53.2%) 
65 (46%) 
High 
42 (30.2%) 
42 (30.2%) 
46 (33.1%) 
34 (24.5%) 
59 (42.4%) 
10 (7.2%) 
50 (36%) 
12 (8.6%) 
Table 12 below presents the findings of Item 29 of the survey, which asked respondents 
to rate which stakeholders have benefited most from mental health reform (Mainstreaming) 
including; a. clients/consumers, b. non-government agencies, c. private healthcare providers, 
d. public healthcare providers, and e. 'other'. 
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11(7.9%) 
5 (3.6%) 
1 (.7%) 
9 (6.4%) 
0 
41 (29.5%) 
51 (36.7%) 
42 (30.2%) 
49 (35.3%) 
0 
62 (44.6%) 
55 (39.6%) 
59 (42.4%) 
59 (42.4%) 
0 
25 (18%) 
25 (18%) 
37 (26.6%) 
22 (15.8%) 
0 
Table 12. Stakeholders that have benefited most from Mainstreaming 
Stakeholders None Low Moderate High 
Consumers 
NGO's 
Private health 
Public health 
Other 
Table 13 below displays the results from Item 30 of the questionnaire, which asked 
respondents to rate the perceived value of psychiatric triage nurses by the following groups; a. 
the general public, b. consumers, c. nursing colleagues, d. medical staff, e. allied health, and f. 
management. 
Table 13. Perceived value of psychiatric triage by other groups 
None Low Moderate High 
General public 
Consumers 
Nursing colleagues 
Medical staff 
Allied health 
Management 
8 (5.8%) 
1 (.7%) 
0 
3 (2.2%) 
4 (2.9%) 
5 (3.6%) 
50 (36%) 
32 (23%) 
15 (10.8%) 
34 (24.5%) 
46 (33.1%) 
38 (27.3%) 
64 (46%) 
60 (57.6%) 
66 (47.5%) 
69 (49.6%) 
69 (49.6%) 
63 (45.3%) 
17 (12.2%) 
26 (18.7%) 
58 (41.7%) 
33 (23.7%) 
20 (14.4%) 
33 (23.7%) 
Item 31 of the survey asked respondents to list the most positive aspects of psychiatric 
triage nursing. O f the 139 respondents, 118 respondents (84.9%) answered the question, and 
21 respondents (15.1%) left it blank. S o m e of the most commonly elicited responses were: 
'helping clients and families', 'crisis resolution', 'early detection and prevention', 'autonomy 
in practice', 'being first point of contact' and 'suicide prevention'. Table 14 below presents a 
complete list of responses to Item 31: 
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Table No.14 Results for item 31: Positive aspects of psychiatric triage 
Number of Percentage Responses 
Respondents 
35 
15 
16 
4 
7 
4 
10 
17 
17 
25 
7 
10 
18 
15 
16 
18 
28 
10 
7 
8 
6 
25 
4 
3 
5 
(29.6%) 
(12.7%) 
(13.5%) 
(3.3%) 
(5.9%) 
(3.3%) 
(8.4%) 
(14.4%) 
(14.4%) 
(21.8%) 
(5.9%) 
(8.4%) 
(15.2%) 
(12.7%) 
(13.5%) 
(15.2%) 
(23.7%) 
(8.4%) 
(5.9%) 
(6.7%) 
(5%) 
(21.8%) 
(3.3%) 
(2.5%) 
(4.2%) 
'helping clients and families'. 
'crisis intervention', 'crisis resolution', 'crisis diffusion', and 'assisting to 
resolve a crisis'. 
'single point of entry', and 'consistent, single point of entry to service'. 
'educating clients and families', 'psycho-social education', and 'the 
educational role'. 
'specialist role'. 
'working with the emergency department'. 
'creativity' in practice. 
'challenging'. 
'interesting'. 
'independence', 'independent practitioner', and 'autonomy' in practice. 
using counseling skills. 
'variety' in practice. 
'suicide prevention'. 
'using clinical skills and knowledge'. 
'improving clinical skills'. 
'being the first point of contact', 'being at the coalface', and being at the 
'frontline'. 
'early detection and intervention' and 'prevention of relapse' of psychiatric 
illness. 
'responsibility'. 
'independent decision-making'. 
'providing a 24 hour service'. 
'the adrenaline rush', and 'the stimulation'. 
'referral to appropriate services'. 
'working with the emergency department'. 
'community vs. institutional care' 
'providing quick access to service', and 'timely service delivery'. 
Item 32 of the survey asked respondents to list the most negative aspects of psychiatric 
triage nursing. O f the 139 respondents, 118 respondents (84.9%) answered the question, and 
21 respondents (15.1%) left it blank. Some of the most commonly elicited responses were: 
'insufficient medical support', 'under resourced community', 'gaps in service provision', 
'isolation from team', 'poor quality referrals', and 'high workload'. Table 15 below presents a 
complete list of results for Item 32. 
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Table No. 15 Results for item 32: Negative aspects of psychiatric triage 
N o of 
Respondents 
2 
25 
25 
2 
10 
9 
8 
15 
3 
13 
6 
11 
5 
3 
2 
3 
6 
3 
1 
1 
3 
3 
2 
1 
Percentage 
(1.6%) 
(21.8%) 
(21.8%) 
(1.6%) 
(8.4%) 
(7.6%) 
(6.7%) 
(12.7%) 
(2.5%) 
(11.1%) 
(5%) 
(9.3%) 
(4.2% 
(2.5%) 
(1.6%) 
(2.5%) 
(5%) 
(2.5%) 
(.8%) 
(.8%) 
(2.5%) 
(2.5%) 
(1.6%) 
(.8%) 
Responses 
'not being able to help', 'unable to provide service unless client is seriously 
mentally ill'. 
problems with medical support 'insufficient medical support', and 'lack of 
medical backup'. 
'lack of resources', 'grossly under resourced', and 'insufficient resources'. 
'poor working environment'. 
'gaps between continuing care, triage and C A T services' 
'high workload', 'huge workload', and 'over-worked and under paid'. 
'coping with constant suicidal ideation', and 'dealing with suicidal clients' 
'poor quality referrals to triage', and 'inappropriate referrals'. 
'misperception of triage by the public', and 'lack of understanding by the 
public'. 
'isolation', 'isolation from the team', and 'an isolative role'. 
'pressure to make decisions alone', 'making decisions alone' and 'sole 
decision making'. 
'stress', and 'stressful'. 
'no support from management'. 
'high responsibility'. 
'psych services being treated as a dumping ground'. 
'agency conflict' and interagency conflict'. 
'lack of accountability'. 
'expectation from management that triage will fix eveiything' 
'being a scapegoat'. 
'constant criticism'. 
'lack of professional training'. 
'verbal abuse'. 
'no 24 hour C A T service'. 
'dealing with trauma'. 
Item 33 of the survey asked respondents to contribute comments, suggestions or 
recommendations about psychiatric triage to the study. O f the 139 respondents, 78 
respondents (56.1%) answered the question. Some of the most commonly elicited responses 
were: 'community resources should be increased', 'staffing levels in triage should be 
increased', 'triage staff be given further education and framing', and 'the minimum rate of 
pay for triage nurses should be GN4B'. Table 16 below presents a complete list of responses 
for item 33: 
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Table No. 16 Results for item 33: Respondent comments, suggestions, and recommendations 
Number of 
respondents Percentage Responses 
public needs education about the role and function of triage 
community resources should be increased. 
C A T and triage roles should be separated. 
staffing levels in triage should be increased. 
triage staff be given further education and training. 
triage role need further clarification and defining. 
remuneration for triage be increased. 
minimum rate of pay for triage nurses should be GN4B, or charge nurse rate, 
and that rate of pay should be consistent for all triage nurses. 
Mental Health Act needs revision in regard to the definitions of 'seriously 
mentally ill', and the treatment of Personality Disorders under the Act. 
debriefing be made available to triage nurses dealing with acute crises. 
psychiatric triage should be formally recognised as a specialist area of practice. 
psychiatric triage should have a formal body of knowledge at post-graduate 
level. 
develop a standardised psychiatric assessment module for conducting triage. 
more guidance for triage practice. 
better access to C A T teams. 
need for statewide 24-hour triage services. 
specialist psychiatric triage nurse available to Accident and Emergency 
department 24 hours. 
triage shifts should be staffed by a nunimum of two clinicians. 
statewide coordination and consistency of triage services. 
professional forum or discussion group for triage nurses to discuss practice 
issues, and for educational purposes. 
heavy workload in triage should be reduced. 
resources to rural communities be increased. 
legal position of triage nurses needs clarification. 
develop theories and models for practice. 
improve safety standards to reduce occupational dangers for triage nurses. 
need for improved information systems, such as access to discharge summaries 
after hours. 
increase the number of acute beds available to clients. 
paid study leave. 
better, stronger links with the emergency department. 
supervision available for triage nurses. 
increase medical support to the triage role. 
improve communications with NGO's. 
triage system needs review. 
6.7 Associations between variables 
The following section reports findings on several problem statements/questions posed by 
the researcher. Problem statements are questions that arise about the research through the 
literature review, prior knowledge on the topic, and research findings (Nieswiadomy, 1998). 
The researcher sought to investigate whether there was any relationship or association 
between dependent variables such as 'level of responsibility', 'level of autonomy', 'level of 
decision-making', 'level of stress', and 'level of confidence' in triage practice, and 
4 
20 
4 
12 
30 
9 
4 
16 
6 
2 
18 
6 
10 
1 
3 
4 
7 
10 
10 
5 
2 
4 
4 
3 
2 
3 
8 
2 
5 
7 
15 
2 
1 
(5.1%) 
(25.6%) 
(5.1%) 
(15.3%) 
(38.4%) 
(11.4%) 
(5.1%) 
(20.5%) 
(7.6%) 
(2.5%) 
(23%) 
(7.5%) 
(12.8%) 
(1.2%) 
(3.8%) 
(5.1%) 
(8.8%) 
(12.8%) 
(12.8%) 
(6.4%) 
(2.5%) 
(5.1%) 
(5.1%) 
(3.8%) 
(2.5%) 
(3.8%) 
(10.2%) 
(2.5%) 
(6.4%) 
(8.9%) 
(19.2%) 
(2.5%) 
(1.2%) 
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independent variables such as gender, geographical location, triage setting (e.g. clinic, 
accident and emergency, C A T team), and sole versus team practitioner. 
6.7.1 Cross tabulation between the key variables and gender 
The results displayed in Table 17 below indicate that gender does not have a great impact 
on the experience of triage practice, with males and females scoring similar results in each 
category. 
Table 17. Gender by key variables in triage practice 
Gender 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Level of 
Responsibility 
Autonomy 
Decision making 
Stress 
Confidence 
Low 
2 (1.4%) 
1 (.7%) 
2 (3%) 
4 (5.6%) 
2 (3%) 
1 (.7%) 
3 (2.2%) 
2 (2.8%) 
1 (.7%) 
2 (1.4%) 
Moderate 
6 (4.3%) 
8 (5.8%) 
12 (17.9%) 
18 (25%) 
8 (11.9%) 
12(16.7%) 
14 (20.9%) 
27 (37.5%) 
30 (44.8%) 
33 (45.8%) 
High 
58 (86.6%) 
63 (87.5%) 
53(79.1%) 
50 (69.4%) 
57(85.1%) 
57 (85.1%) 
50 (74.6%) 
43 (59.7%) 
36 (53.7%) 
37(51.4%) 
6.7.2 Cross tabulation between the key variables and location 
Cross tabulation between the key variables and location found that metropolitan triage 
nurses experience higher levels of responsibility, autonomy, decision-making, stress, and 
confidence than non-metropolitan triage nurses, as Table 18 illustrates: 
Table 18. Location by key variables in triage practice 
Location 
Metro 
non-metro 
Metro 
non-metro 
Metro 
non-metro 
Metro 
non-metro 
Metro 
non-metro 
Level of 
Responsibility 
Autonomy 
Decision making 
Stress 
Confidence 
None 
1 
0 
0 
0 
0 
0 
0 
0 
0 
0 
(1.3%) 
Low 
3 
0 
1 
4 
0 
3 
1 
4 
1 
2 
(4%) 
(1.3%) 
(6.3%) 
(4.7%) 
(1.3%) 
(6.3%) 
(1.3%) 
(3.1%) 
Moderate 
3 (4%) 
11(17.2%) 
13 (17.3%) 
28 (43.8%) 
5 (6.7%) 
15 (23.4%) 
13 (17.3%) 
28 (43.8%) 
31 (41.3%) 
32 (50%) 
High 
68 
37 
61 
32 
70 
46 
61 
32 
43 
30 
(90.7%) 
(82.8%) 
(81.3%) 
(50%) 
(93.3%) 
(71.9%) 
(81.3%) 
(50%) 
(57.3%) 
(46.9%) 
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6.7.3 Cross tabulation between the key variables and practice setting 
Cross tabulation between the key variables and triage setting was performed to 
investigate the relationship between workplace environment and the experience of the triage 
role with the following findings: 
Table 19. Practice setting by key variables in triage practice 
Workplace Level of 
ED 
CMHC 
Inpatient 
ED 
CMHC 
inpatient 
ED 
CMHC 
Inpatient 
ED 
CMHC 
Inpatient 
ED 
CMHC 
Inpatient 
Responsibility 
Autonomy 
Decision making 
Stress 
Confidence 
None 
0 
1 (2%) 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
Low 
0 
2 
1 
2 
3 
0 
0 
2 
1 
1 
1 
2 
0 
1 
2 
(4.1%) 
(3.6%) 
(14.3%) 
(6.1%) 
(4.1%) 
(3.6%) 
(7.1%) 
(2%) 
(7.1%) 
(2%) 
(7.1%) 
Moderate 
0 
9 (18.4%) 
3 (10.7%) 
0 
34 (69.4%) 
14 (50%) 
0 
5 (10.2%) 
12 (42.9%) 
3 (21.4%) 
16 (32.7%) 
12 (42.9%) 
5 (35.7%) 
20 (40.8%) 
15 (53.6%) 
High 
14 (100%) 
37 (75.5%) 
24 (85.7%) 
12 (85.7%) 
34 (69.4%) 
14 (50%) 
14 (100%) 
42 (85.7%) 
15 (53.6%) 
10(71.4%) 
32 (65.3%) 
14 (50%) 
9 (64.3%) 
28 (57.1%) 
11 (39.3%) 
6.7.4 Associations between the key variables and sole-practitioner/team-practitioner 
Of the 139 survey respondents, 90 (64.7%) were sole-practitioners, and 49 (35.3%) were 
team-practitioners. Cross tabulations between the key variables and the independent variables 
sole-practitioner, and team-practitioner were performed to investigate the associations 
between sole and team triage practice with the following findings: 
Table 20. Type of practitioner by key variables in triage practice 
Practitioner Level of 
Sole 
Team 
Sole 
Team 
Sole 
Team 
Sole 
Team 
Sole 
Team 
Responsibility 
Autonomy 
Decision making 
Stress 
Confidence 
None 
1 (1.1%) 
0 
0 
0 
0 
0 
0 
0 
0 
0 
Low 
2 (2.2%) 
1 (2%) 
2 (2.2%) 
4 (8.2%) 
2 (2.2%) 
1 (2%) 
2 (2.2%) 
3 (6.1%) 
1 (1.1%) 
2 (4.1%) 
Moderate 
4 (4.4%) 
10 (20.4%) 
13 (14.4%) 
17 (34.7%) 
7 (7.8%) 
13 (26.5%) 
22 (24.4%) 
19 (38.8%) 
40 (44.4%) 
23 (46.9%) 
High 
83 (92.2%) 
38 (77.6%) 
74 (83.3%) 
28 (57.1%) 
81 (90%) 
35 (71.4%) 
66 (73.3%) 
27 (55.1%) 
49 (54.4%) 
24 (49%) 
140 
6.8 Summary 
The results presented in this chapter constitute the findings of the Victorian Psychiatric 
Triage Questionnaire. The overall aims of the quantitative component of the investigation 
were to firstly produce demographic data to describe the key characteristics of the population, 
and secondly, to uncover information related to the structure, function, organization and 
experience of psychiatric triage across Victoria. 
The survey found that there is considerable variation in the w a y triage is arranged and 
practiced across the state. The survey established that triage nurses unanimously experience a 
high level of responsibility, autonomy, decision-making, and stress in psychiatric triage 
practice, but also a high degree of confidence in their work. 
Metropolitan triage nurses experience higher levels of responsibility, autonomy and stress 
than non-metropolitan nurses, and sole-practitioners experience higher levels of 
responsibility, autonomy, decision-making, and stress in practice than team practitioners. 
Support to, and perceived value of triage varied across the disciplines, however it appears that 
many triage nurses experience a lack of support from medical staff in triage practice. 
A significant finding of the survey was the lack of rural or metropolitan community-
based resources such as emergency youth and adult accommodation, women's refuges, drug 
and alcohol services, and counselling services. O n a positive note, emergency services such as 
police and ambulance appear to be quite accessible. 
The survey produced a considerable amount of useful data that will contribute to a deeper 
understanding, definition, and description of psychiatric triage nursing. The findings will be 
critically examined in Chapter Nine and discussed in relation to the findings of the semi-
structured interviews, and the data produced from the literature review. The following chapter 
presents findings from the semi-structured interviews. 
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CHAPTER SEVEN 
PHASE FIVE: METHODOLOGY, QUALITATIVE COMPONENT 
7.1 Introduction: Planning the interviews 
The discussion in Chapter Six provides a descriptive account of the qualitative 
component of the investigation. The discussion commences with an overview of the process 
of developing the semi-structured interviews, including the formulation of questions, and the 
rationale for the choice of each question. The procedure of establishing the sample and 
conducting the interviews is also discussed within the chapter. The chapter concludes with 
discussion of the process of developing a framework for qualitative data analysis, including 
methodological issues pertaining specifically to data analysis within a critical conceptual 
framework. 
The initial step in Phase Six of the investigation involved developing a plan for 
conducting the semi-structured interviews across the state of Victoria. Smith (1995) 
maintained that preliminary work in the planning stage of data collection is beneficial to the 
overall process of conducting the interviews. Foddy, (1993), Minichiello et al. (1990) and 
Witzel (1989) suggested that developing a sequential plan for approaching the interviews 
assists in developing focus and clarity about the intended aims and objectives of the 
interviews. The researcher devised a five-step plan based on Smiths' (1995) 
recommendations for conducting semi-structured interviews: 
1. Identifying question content 
2. Question design 
3. Constructing the interview schedule 
4. Interview procedure 
5. Data analysis plan 
7.2 Semi-structured interview method 
As previously discussed in Chapter Four, the semi-structured interview is a qualitative 
data collection method that is useful for obtaining in-depth information about a topic, and its 
employ in this investigation served the purpose of providing a deeper level of descriptive data 
about psychiatric triage nursing in Victoria than was afforded by the use of a survey alone. 
The semi-structured interview can be defined as a purposive interpersonal encounter between 
the researcher and participant, whereby the underlying aim is for the researcher to gain insight 
and understanding of the participant's experience and knowledge from their unique 
perspective, in their own words (Minichiello et al. 1990). 
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The level of interviewing chosen for the investigation was the semi-structured interview, 
where the researcher m a y use the same or similar questions for each participant, but be 
flexible with regard to question order, re-phrasing, and clarifying questions with respondents 
(Smith, 1995). The semi-structured interview was selected as being the most appropriate 
level of interviewing for the project, as this method enabled the researcher to present the same 
set of questions to each participant, with the flexibility to vary the order of, and further clarify 
questions. In critical research approaches, it is important to use methods that allow the 
researcher to engage with the participant, as opposed to maintaining objective distance from 
the subject, as is the case in positivist research (Lather, 1987). The semi-structured interview 
method facilitated an interpersonal exchange with the researcher and the participant, and 
implicit in such an exchange is the notion that both parties are integrally involved in the 
communication cycle (Minichiello et al. 1990). 
The use of the interview method as an adjunct to the survey method is also reflective of 
the fundamental principles of democracy inherent in critical research approaches, in that the 
interviews aim to enable the informants a greater level of participation and input into the 
investigation by providing an opportunity to discuss, critique, and make recommendations for 
psychiatric triage nursing in their o w n words (Baynes, 1990). In many senses, the use of 
open-ended questions in the semi-structured interview method attempts to neutralise the 
researchers intrinsic position of dominance by facilitating a process whereby the participants 
themselves have a high degree of control over the type and level of data communicated in the 
research exchange (Witzel, 1989). Whilst the semi-structured interview method allows 
participants far greater choice and control of responses than the survey method, it is still 
directive, in that it is a purposely structured data collection tool that aims to answer a specific 
set of research questions (Minichiello et all 990). 
Minichiello et al. (1990) observed that the semi-structured interview method is highly 
suited to theory building, which is, collecting exploratory descriptive data about a topic for 
the purpose of theory development. The semi-structured interview has been widely used as a 
theory development tool in the social sciences, where studies of human societies have often 
necessitated understanding the points of view and experiences of a wide range of people 
(Minichiello et al.1990). Developing theory about psychiatric triage nursing from data 
collected in semi-structured interviews with the participants themselves made logical sense in 
the present investigation, especially in the absence of pre-existing studies or discourse on the 
topic. The semi-structured interview method provided much scope in terms of contributing to 
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a comprehensive definition and description of psychiatric triage nursing, which m a y be used 
for purposes such as developing a specialised body of knowledge and theory building. 
Whilst the semi-structured interview has much potential for producing rich, descriptive 
data about the topic under investigation, interviewing as a research method has also received 
a considerable amount of criticism, particularly in reference to the validity and reliability of 
verbal data (Foddy, 1993; Smith, 1995; Witzel, 1989). Poor interview technique, badly 
constructed questions, and the unpredictability of the human response in the context of the 
social world all impact on the quality of verbal data produced by the interview method 
(Foddy, 1993). Smith (1995) noted that preparation prior to commencing the interviews, 
including clearly articulating the main topics of investigation, aims, procedure, and intended 
method of data analysis contribute to achieving more rigorous, valid results from the 
interviews. 
7.3 Step One: Identifying the question content 
Smith (1995) suggested that the initial step in semi-structured interviewing is to clearly 
identify the areas of interest to be examined through the interviews. In many regards, the 
issues of concern to the present investigation of psychiatric triage nursing were elucidated 
within the focus group discussions. The focus group discussions identified key issues of 
concern to the discipline, which were refined to form the questionnaire of the survey. The 
primary aim of the semi-structured interviews was as a follow-up to the survey, the intention 
being to collect in-depth data around the data categories identified by the focus group. 
Another intention in the triangulated methodological design of the project was to utilise data 
collected in the survey to inform question content for the semi-structured interviews, and also 
the selection of interview participants. 
The one hundred and thirty-nine responses to the survey were used to refine and develop 
the categories of questions used in the interview schedule. Responses to items on the 
questionnaire were examined against the main data categories developed in the focus groups, 
for example; the focus group identified lack of support as a key issue in psychiatric triage 
nursing, and the questionnaires were analysed to confirm whether or not the population of 
psychiatric triage nurses across the state concurred with this view. Topics that elicited a 
strong response in the survey, that is, where the majority of the population chose the same 
response to a question, were given high priority status for inclusion in the interviews. 
The primary aim of the interview questions was to produce in-depth descriptive data 
around the topic of psychiatric triage nursing to contribute to a comprehensive definition and 
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description of the discipline. Three broad data categories were synthesised (DeSantis & 
Ugarizza, 2000) from focus group and questionnaire data and used as an overall framework 
for formulating the interview questions, these were; clinical practice issues, social issues (for 
example interdisciplinary relationships), and opinions and attitudes related to the policies, 
systems, and service delivery models of psychiatric triage. 
7.4 Step T w o : Question design 
Interviewing as a method characteristically generates large amounts of raw data, 
especially when open-ended questions are used which often provoke a lengthy response from 
the interviewee (Smith, 1995). Researchers must be mindful of ensuring that the interview 
schedule is not overly lengthy in design, which m a y be burdensome for respondents 
constrained by time and other variables (Smith, 1995). The question type and structure is of 
paramount importance in the design of the interview schedule, firstly to make certain it is 
understandable by the respondent, and secondly, to ensure that the interview is effective in 
producing quality, useable data around the topic (Foddy, 1993). Minichiello et al. (1990) 
suggested that clarifying the type of question best suited to eliciting specific data assists in 
producing more specific, reliable data outcomes. 
Foddy (1993, p. 189) observed that the validity and reliability of verbal data collection 
procedures improved when the procedures were refined through increasing knowledge about 
question and answer behaviour, for example; descriptive, open-ended questioning encourages 
the informant towards more expansive, descriptive answers, whereas the opposite is true of 
closed questions with forced response options (Foddy, 1993). Given that the primary purpose 
of the follow-up semi-structured interviews in this investigation was to generate more detail 
and description about psychiatric triage nursing, the obvious choice of question type was the 
descriptive, open-ended question (Smith, 1995). 
The form, or wording of the open-ended interview question must be precise in order for it 
to be effective (Foddy, 1993; Smith, 1995). Clear, concise, unambiguous questions are highly 
appropriate for open-ended semi-structured interviews, where the goal is to elicit in-depth 
data using questions that succinctly communicate their intention without being overly 
directive (Smith, 1995). It is also important to ask neutral rather than leading questions, that 
is, value-free questions (Smith, 1995). Using value-free questions enables the researcher to 
get as close as possible to what the respondent thinks about the topic, and avoids the 
respondent being overly influenced or led by the researchers views (Smith, 1995). 
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Researcher bias is another issue that must be carefully considered in the construction and 
analysis of interview questions (Foddy, 1993; Minichiello et al. 1990; Smith, 1993). 
Researchers must strive to ensure that they approach the topic as objectively as possible, and 
that every precaution has been taken to identify and remove biases from the interview 
questions (Smith, 1993). This can be achieved through a process of critical analysis, whereby 
the researcher examines their o w n position in the investigation in relation to their attitudes, 
opinions, prejudices and hypotheses about the topic, and uses this information to scrutinise 
the interview questions for biased content (Minichiello et al. 1990). In praxis-oriented 
approaches, the researcher has no allusions about remaining truly neutral and objective in the 
research; rather, the critical researcher acknowledges that the positivist position on neutrality 
is unattainable, and instead uses critical self-reflection and subject reciprocity to achieve 
methodological rigour (Lather, 1987). Lather (1987) suggested that reciprocity, or submitting 
interpretations/findings back to the subjects for critique, is a useful way of improving the 
validity of results. 
A final consideration in the formulation of interview questions was ensuring the 
relevance, appropriateness, and usefulness of questions in terms of the overall critical 
conceptual framework underpinning the investigation. One of the key focuses in critical 
research is exploring the contradictions, exploitations, and distorted ideologies inherent in the 
systems and mstitutions of the material world (Kincheloe & McLaren, 1994). Critical 
researchers seek to expose hidden agendas, existing structures of domination, and aim to 
displace distorted ideologies with scientific insights about the topic (Kincheloe & McLaren, 
1994). The purpose of critical research is to enable a more informed emancipatory 
consciousness by critically examining taken for granted beliefs, values, and social structures, 
encouraging self-conscious criticism, and by developing democratic structures to replace 
former dominant ideologies (Kincheloe & McLaren, 1994). Another role of critical 
researchers is to facilitate opportunities for social participation among persons previously 
excluded and dominated, which, as the history of mental health nursing in Victoria clearly 
illustrated, epitomises psychiatric nursing (Comstock, 1982). 
With this in mind, the researcher was careful to include questions that required the 
respondent to critically reflect on the social and political dimensions of mental health triage, 
for example, on the structure of interdisciplinary relationships in triage, and attitudes towards 
the Mainstreaming policy. The researcher aimed to stimulate discussion about psychiatric 
triage nursing through the interviews that would be both reflective of the position of 
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psychiatric triage nurses within the system, and also a personally enlightening experience for 
respondents that m a y not have had a previous opportunity to critically reflect on their practice 
world (Benner, 1984; Kincheloe & McLaren, 1994). 
7.5 Step Three: Constructing the Interview Schedule 
The interview schedule, or set of interview questions, was developed over four stages: 
1. Identification of the broad data categories (as described in section 6.4) 
2. Formulating a draft interview schedule 
3. Critiquing the questions 
4. Producing a final draft of the interview schedule 
7.5.1 Formulating the draft interview schedule 
The draft set of interview questions was developed following identification of the broad 
data categories, described in section 6.4. The researcher aimed to construct questions that 
were simply and concisely worded, yet informative enough to convey the fullness of the 
question. The survey questionnaire was used as a guideline for question development, in that 
the essential aim of the interviews was to expand on the topics raised by the survey. Selected 
questions from the survey that fit under the broad data categories identified for the interviews 
were modified and simplified from closed to open style questions, whilst still maintaining the 
core content of the question. 
Another consideration in formulating the interview schedule was the flow and 
sequencing of questions (Minichiello et al. 1990). Ideally, interview questions should be 
logically ordered throughout the schedule, which can be achieved by firstly constructing a set 
of questions around each of the identified data categories, and then placing the questions in 
the most appropriate sequence (Smith, 1995). Smith (1995) recommended placing sensitive 
or confrontational questions later in the interview schedule when the respondent is more 
likely to be engaged with the interviewer, and more relaxed about the interview process itself. 
Smith (1995) suggested commencing semi-structured interviews with an introductory 
question that introduces the topic in a broad, non-threatening manner. It is important that the 
initial question engages the respondent without being too demanding, the idea being to 
stimulate a rapport with the respondent that encourages open discussion (Witzel, 1989). 
Subsequent questions can then be developed with a more specific focus, and placed in an 
appropriate sequence within the schedule (Witzel, 1989). 
Smith (1995) noted that in first draft of the interview schedule, the questions are often 
too explicit, or too leading, and suggested that the schedule be subject to critical review prior 
to its implementation. The researcher sought critique on the draft interview schedule from 
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psychiatric triage nurse colleagues, as well as from the research project supervisor, which 
resulted in a re-draft of the initial schedule to modify the question structure and sequence 
accordingly. 
In the final draft of the interview schedule, questions related to clinical practice were 
positioned in the first part of the schedule. It was assumed that placing questions about 
clinical practice in the initial part of the interview m a y assist the respondent in becoming 
comfortable with the interview process by firstly focusing on familiar issues, followed by 
questions that m a y be more challenging or confronting (Smith, 1995). Questions related to 
social issues were place in the middle section of the schedule, and questions related to 
attitudes and opinions of the political domains of triage were placed in the final section of the 
schedule. The following section of the thesis presents a summary of the final draft interview 
schedule (Appendix M ) . 
7.5.2 The Interview Schedule 
Question One; 'How did you become involved in psychiatric triage nursing?' is a 
descriptive, non-threatening type question that introduces the topic of psychiatric triage 
nursing, and also seeks relevant data about the process of becoming involved with clinical 
psychiatric triage practice. It was anticipated that this question would elicit information such 
as how long the participant had been engaged in triage practice, and in what form (i.e. duty 
worker, C A T , triage). 
Question T w o ; 'can you describe the nature of your work in psychiatric triage?' sought 
specific information about clinical triage practice. The question required the participants to 
reflect on practice, and provide a description of the core elements of their work. It was 
anticipated that this question would stimulate in-depth accounts of practice, including triage 
procedure and protocol, information about assessment and referral, and information 
pertaining to role function within the overall triage system. 
Question Three, 'how would you describe the level of responsibility in your psychiatric 
triage practice?' required the respondent to critically evaluate issues pertaining to 
responsibility in clinical practice, such as levels of accountability and liability. It was also 
assumed that participants would discuss the experience of responsibility, which would 
provide some insight as to h o w nurses are coping, adapting, and generally managing the 
responsibility of triage practice. 
Question Four, 'what is your experience of support to the psychiatric triage role', is a 
broadly worded, open-ended question that aimed to elicit data around the concept of support 
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to the triage role. The lack of definition of the term 'support' aimed to encourage the 
participant to consider all support structures relative to triage, rather than those imposed by 
the researcher. It was assumed that participants would be able to identify gaps in support to 
triage, as well as critique current support structures that m a y already be in place. 
Question Five, 'how would you describe the stress associated with your work in 
psychiatric triage?' inherently assumes that triage is a stressful occupation. This premise was 
validated by the survey results, which strongly indicated that psychiatric triage nursing is 
indeed a very stressful occupation. The question stmcturing is open enough not to impose any 
pre-defined definition of stress, but rather encourage the participant to discuss their subjective 
experiences of stress in the context of the triage role. 
Question Six, 'how confident do you feel in your practice as a psychiatric triage nurse?' 
promotes critical reflection on practice by prompting respondents to think about h o w able, 
competent, and comfortable they feel in performing the triage role. It was assumed that 
responses to this question would be useful in identifying areas of concern impacting on 
confidence in clinical practice, as well as highlight h o w well adapted nurses have become to 
the role of psychiatric triage. 
Question Seven, ' h o w would you describe your level of job satisfaction as a psychiatric 
triage nurse?' seeks qualitative information about the experience of the role of psychiatric 
triage. The question asks respondents to discuss the 'level' of satisfaction that is, h o w much 
or little satisfaction is derived from the role. 
Questions Eight through to thirteen required participants to discuss their working 
relationships with health and community based agencies integral to the provision of mental 
health triage services within the multi-disciplinary, community-based, regionalised mental 
health service framework. Participants were asked to discuss their working relationship with 
the following groups; medical staff including psychiatrists, allied health workers, nursing 
staff, consumers, police, and ambulance. The rationale for including these questions was to 
explore the dynamic social relations and structures between psychiatric triage nursing and the 
systems in which triage is embedded. From a critical point of view, these questions serve the 
purpose of facilitating discourse that m a y uncover power relations and juxtapositions useful 
in gaining an understanding of the social position of psychiatric triage nurses in relation to the 
other disciplines involved in mental health triage. 
Question Fourteen, 'what is your understanding of the theoretical basis of psychiatric 
triage practice' is a direct question that sought information on the participants' understanding 
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and knowledge of the theoretical guidelines and models underpinning clinical practice. 
Results from the survey indicated that the majority of psychiatric triage nurses have no 
knowledge of any theoretical basis for practice, which justified closer examination of the 
issue in this investigation. 
Question Fifteen, 'do you believe that you were you adequately prepared to meet the 
challenges of triage practice' was intended to stimulate discussion about the participants' 
perception of preparedness to perform the triage role. Survey results indicated that very few 
psychiatric triage nurses had received any training or professional development pertaining to 
triage practice, and the vast majority of survey respondents had no tertiary qualifications. 
Clinton's (1999) study of the mental health nurse workforce observed that psychiatric nurses 
were offered very little collaboration, support, or specialist education to assist in making the 
transition form institutional to community based care, so that a question about preparedness 
to perform the highly complex role of psychiatric triage is certainly well justified. 
Question Sixteen; 'do you have any opinion of the psychiatric triage model' sought the 
participants' personal views on the triage service delivery model. Given that there have been 
no previous evaluative studies of the triage model, it seemed logical to commence a 
discussion with triage practitioners that required some level of evaluation of the service. It 
was anticipated that the participants would engage in a process of critique of the model, 
which would produce information useful for refining and further developing current triage 
service models. 
Question Seventeen, 'what is your understanding of the term gate-keeping as it applies to 
psychiatric triage practice' was intended to encourage discussion about the concept of gate-
keeping, and h o w this role is manifest throughout mental health services in the state. The 
question is non-leading and non-threatening, yet invites discussion around the topic. The 
literature reviewed for this study revealed very little definition or description of gate-keeping, 
yet the focus group discussions clearly identified gate-keeping as an integral triage function. 
Focus group discussions on the topic revealed that there is an emphasis on resource 
management inherent in the triage role, in that triage clinicians are expected to take political 
and economic issues such as bed shortages, and staff shortages into consideration when 
making decisions about allocating resources to consumers. From a critical point of view, it is 
important to explore the socio-political context of triage with a view to uncovering potential 
injustices and socio/political domination within the system (Kincheloe & McLaren, 1994). 
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Question Eighteen, do you have any opinion about the Mainstreaming and Integration 
policy', also explores socio/political issues related to triage. The question was intended to 
facilitate discussion on the policy that gave rise to the mental health triage model. The 
question was direct, unbiased, and unambiguous, yet the political orientation of the question 
was clear. A s major mental health care providers, psychiatric nurses are well placed to 
comment on issues surrounding the Mainstreaming policy, and their views m a y be 
contributed to the wider critique of policy that must inevitably occur in the process of 
evaluating the outcomes of mental health reform (National Mental Health Strategy, 1996; 
1997). 
Question Nineteen and Twenty call for participants to discuss the positive and negative 
aspects of psychiatric triage nursing respectively. It was anticipated that this question would 
generate a broad critique of psychiatric triage nursing, and also provide a unique insight into 
the subjective experience of the triage role. The responses to these questions were intended to 
contribute to a realistic, holistic definition and description of psychiatric triage nursing. 
Question Twenty-One, the final question of the interview schedule invites participants to 
make comments related to the present investigation of psychiatric triage nursing. This item 
was included to make provision for participants to contribute information that they deemed to 
be important to the present investigation. This question was also intended to elicit 
information not covered in the questions presented in the interview. The following section of 
the thesis discusses conducting the interviews. 
7.6 Step Four: Interview procedure 
Ethical approval to conduct the semi-structured interviews was attained from healthcare 
networks across Victoria at the same time as ethical approval for the survey was granted. The 
ethical conditions agreed to by the researcher stipulated that participation in the interview 
would be on a voluntary basis, and that participants would not be able to be identified in the 
reporting of the research. The ethical conditions also required the researcher to agree to store 
the interview data in a locked filing cabinet within the School of Nursing for a period of five 
years. 
7.6.1 Sample 
Participants for the follow-up semi-structured interviews were recruited via the Plain 
Language Statement (Appendix K ) , and Interview Consent Form (Appendix L) that 
accompanied the state-wide survey. The Plain Language Statement invited psychiatric triage 
nurses to participate in a follow-up interview about their practice, and directed respondents to 
151 
fill in their contact details on the consent form provided, and return it in the reply-paid, self-
addressed envelope to the researcher. O f the 139 survey respondents, 21 agreed to participate 
in a follow-up interview (15.1%). The researcher intended to interview every respondent that 
agreed to an interview, the only criteria for participation in an interview being that 
participants have experience working in mental health triage settings. 
7.6.2 Procedure 
Interviewing is a data collection method that requires a considerable amount of skill on 
the part of the researcher (Smith, 1995). The quality and amount of data collected in 
interviews is fundamentally connected to the communication skills of the researcher, and the 
quality of interview questions (Minichiello et al. 1990). A s previously mentioned in chapter 
four, the researcher is well qualified to conduct interpersonal interviews with nurses, having 
had eighteen years experience conducting interviews as a psychiatric nurse, and more recently 
as a nurse researcher. 
In consideration of avoiding respondent burden, the researcher aimed to keep the 
interview length to forty-five minutes, with the flexibility to extend or reduce this time frame 
if appropriate. The approximate length of the interview was noted in the Plain Language 
Statement as forty-five minutes, which informed potential respondents of the time 
commitment necessary to participate in an interview. 
It was intended from the outset of the investigation to conduct all of the interviews face-to-
face, and record them on audiotape. Recording interviews on audiotape has several 
advantages over taking research notes during an interview. Firstly, audio taping the interview 
enables the researcher to focus their attentions directly on the interviewee rather than writing, 
and thus creates an atmosphere more conducive to rapport building and disclosure 
(Minichiello et al. 1990; Morse & Field, 1995). Secondly, the audio taped transcript is a 
verbatim copy of the interview; therefore there is greater potential that the interviewee will be 
accurately represented in the transcript (Byrne, 2001; Minichiello et al. 1990). Finally, the 
audiotaped interview can be transcribed whenever it suits the researcher, rather than on-the-
spot during the interview (Byrne, 2001). Byrne (2001) cautions researchers to ensure that 
audio equipment is in good working order prior to commencing the interviews, as faulty 
equipment could result in a lost or damaged interview. 
Whilst the plan was to conduct all interviews face-to-face, the researcher assumed that 
being a state-wide survey, there might be some instances where the traveling distances 
required for conducting the interview were considered impractical, and phone interviews 
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could be considered instead. Conducting semi-structured interviews by phone has been a 
widely used data collection method in the social sciences (Witzel, 1989). In the event of 
conducting an interview by phone, the researcher planned to obtain the respondent's 
individual permission to use a conference phone and utilise a nurse-researcher to take notes 
during the interview. This strategy would enable the researcher to avoid the complex process 
of obtaining ethical permission to record telephone calls. The use of a nurse-researcher 
assistant in note-taking during phone interviews would potentially maximise the quality of 
data collected by combining both sets of research notes to formulate answers to the questions 
(Witzel, 1989). 
To prepare for the interviews, the researcher constructed a series of prompts to 
accompany the interview schedule that were used to clarify interview questions further for 
respondents where necessary. The prompts were planned in advance to ensure that 
clarification given by the researcher was not overly leading, directive or biased (Smith, 1995). 
The prompts were kept to the bare m i m m u m , usually several words. The researcher also 
prepared a contact sheet on which to make notes about the interview on completion. General 
impressions of the interviews, as well as points of note were recorded on the contact sheets 
after each interview. 
7.6.3 Setting the tone of the interview: Forming a rapport 
At the outset of each interview, following a brief personal introduction, the researcher 
planned to assure each respondent that the interview was completely confidential, and that no 
person or agency will be able to be identified in the reporting of results. The aim of this 
assurance was to clarify the respondent's position in the investigation, and also to establish a 
level of trust in the interviewer and the process itself (Smith, 1995). The researcher then 
intended to explain to respondents that they could answer the questions in any manner they 
chose, and would encourage them to be as descriptive as possible in their answers. 
Although the interviews aimed to elicit descriptive responses from interview participants, 
the researcher was also aware of the potential for interviews to wander from the topic, and 
therefore planned to keep the focus of the interview on the designated topics (Smith, 1995). 
The researcher also intended to use prompts or further questions if responses to interview 
items seemed unclear or insufficient. 
7.7 Step Five: Data analysis plan 
The overall goal of the data analysis plan was to remain faithful to the aims of the 
investigation, which were to provide a comprehensive, accurate, in-depth definition and 
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description of psychiatric triage nursing in Victoria. Developing a plan for data analysis is an 
integral part of the overall design for conducting interviews as a research method (Minichiello 
et al. 1990). A n important consideration in developing a data analysis plan was ensuring that 
the approach to analysis was consistent with the critical conceptual framework guiding the 
investigation. 
As previously discussed in Chapter Three, one of the limitations of critical approaches is 
the lack of specific methodological detail to assist in data analysis (Baynes, 1990). From the 
literature reviewed on using critical frameworks for research, it would appear that critical 
approaches to data analysis tend to provide conceptual direction, rather than prescribing strict 
method (Baynes, 1990; Connerton, 1976; Dubiel, 1985). Critical research aims to provide 
understandings of present social conditions, h o w these conditions evolved, h o w they interact 
with each other, and how they m a y be transformed (Dubiel, 1985). This m a y be achieved 
through integrating a variety of research approaches that combine perspectives drawn from 
historical, economical, philosophical, political, and sociological disciplines and studies 
(Baynes, 1990). 
Commonly in critical research, the emphasis in data analysis is on dialectical discourse 
critique, 'discourse' in this sense meaning all discussion around the topic (Baynes, 1990; 
Kincheloe & McLaren, 1994). Horkheimer's (1974, pi 82) approach to discourse critique, 
immanent critique, requires the researcher to ..."confront the existent, in its historical 
context, with the claim of its conceptual principles, in order to criticise the relation between 
the two and thus transcend them. Philosophy derives its positive character precisely from the 
interplay of these two negative procedures". Thus, in critical approaches to data analysis, 
greater understanding of the topic emerges out of the dialectic between opposing or different 
views (Kincheloe & McLaren, 1994). Antonio (1981) noted that this method is a means of 
uncovering the societal contradictions that offer the most possibility for emancipatory social 
change. In fact, in the critical worldview, emancipation and enlightenment are achieved 
through the dialectical process of reason (Baynes, 1990). 
It was intended that in the final analysis of all data produced by the present investigation, 
interview data would be analysed against the contextual historical, political, and social data 
generated by both the literature review and the survey. It was expected that the process of 
dialectical discourse analysis, whereby psychiatric triage nursing is understood through the 
dialectic between the participants' views, and the other discourses surrounding the topic of 
psychiatric triage would provide critical insights into the topic. In the initial analysis of the 
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interview data, a process of thematic analysis (Smith, 1995) was used to convert raw data into 
identified themes. 
7.7.1 Thematic analysis 
According to Smith (1995), thematic analysis is a systematic w a y of processing raw, 
unstructured, qualitative data. Interview methods usually produce large amounts of richly 
detailed, subjective data, which must be reduced to represent coherent main themes around 
the research topic (Byrne, 2001). DeSantis and Ugarriza (2000) extensively critiqued the 
literature around definitions of the term theme, and noted that nursing research has produced 
multiple definitions of the term as a result of the wide array of multi-disciplinary research 
approaches that have been adopted and adapted to study the phenomena of nursing. DeSantis 
and Ugarriza (2000) suggested that a precise definition of the term theme, and clarification of 
its application and function in data analysis is paramount to accurately interpreting qualitative 
data. The term theme was defined in the present investigation as being an abstract concept 
that conveys meaning and identity to a recurrent experience, occurrence, or pattern in the 
data, and unifies the nature or basis of the experience into a meaningful whole (DeSantis & 
Ugarriza, 2000; Smith, 1995). Smith (1995) observed that themes are concepts inferred by the 
data, rather than tangible entities directly described by the respondents, and once identified, 
themes appear to be significant concepts that link substantial portions of the interview data 
together. Themes have distinct form (unifying patterns), and function to communicate the 
essence or meaning of an experience (Byrne, 2001; DeSantis & Ugarriza, 2000; Smith, 1995). 
The procedure of reducing data to meaningful themes aims to organise, synthesise, and 
provide structure and meaning from research data (Smith, 1995). The overall goal of thematic 
analysis is to assist in communicating the research findings by presenting the results in an 
organised, reasoned, and articulated manner (Byrne, 2001). Attaining quality data through 
thematic analysis is best achieved by applying a systematic approach, whereby themes are 
extracted from the interviews by a careful process of logical analysis of the interview content 
(Smith, 1995). 
A criticism of thematic analysis is its dependence on the researchers analytic intellect, 
that is, the ability to accurately interpret the data (DeSantis & Ugarriza, 2000). Clearly, if the 
researcher lacks skill in analytic interpretation, the potential for transforming raw qualitative 
data into meaningful research outcomes is compromised (Byrne, 2001). Researcher bias is 
another issue in qualitative data analysis, in that the researcher is inherently susceptible to 
approaching the data from a biased perspective (Byrne, 2001). The researcher's unique, 
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subjective, socio-culturally influenced views impact on the approaches to, and understanding 
of the data, and thus the position of the researcher must be clearly identified, and all efforts 
must be made to reduce the potential for researcher bias (Byrne, 2001). Several authors have 
recommended using a co-researcher, supervisor, or 'critical friend' to assist in the process of 
thematic analysis; the co-researchers role being to independently assess the interview data for 
emergent themes, and for these outcomes to be compared to the findings of the researcher 
with the aim of reaching consensus about the identified themes (Boyatzis, 2000; Byrne, 
2001; Morse & Field, 1995; Polit & Hungler, 1995). 
Streubert and Carpenter (1999) have suggested that bracketing m a y be a useful strategy in 
reducing researcher bias. Bracketing has been defined as a cognitive process whereby the 
researcher attempts to suspend or ignore their o w n prior knowledge, beliefs and attitudes on a 
topic and thereby remain open and objective to the data as it emerges (Streubert & Carpenter, 
1999). Whilst bracketing appears to offer a strategy towards addressing the issue of researcher 
bias, the researcher is not convinced that it is possible to conduct research from a purely 
objective position (Polit & Hungler, 1995; Streubert & Carpenter, 1999). From the critical 
perspective, bracketing is a pointless waste of time, because the value-free, 'objective' 
position of the researcher posited in positivist approaches is strongly refuted by critical 
researchers (Lather, 1997). In the present investigation, the researcher gained the assistance of 
the research supervisor to critique each stage of the analysis with the aim of improving the 
accuracy, validity and reliability of the process of thematic analysis (Polit & Hungler, 1995). 
The interview transcripts, the interpretations, and analyses of the interview data were also 
subjected to critique by the participants to achieve a level of reciprocity (Lather, 1997). A s a 
final consideration in the overall approach to data analysis, the researcher planned to fully 
describe and document the analytic processes of thematic analysis, so others m a y evaluate the 
credibility of the researcher and the research findings (Byrne, 2001). The following 
paragraphs present the seven stages of thematic analysis that were incorporated into the 
overall data analysis plan. 
7.7.2 Stage One: Data collection 
The first stage of analysis is data collection, including conducting and recording the 
interviews, and bringing together all interview notes and related material (Smith, 1995). Prior 
to commencing the analysis of interview data, the researcher planned to verify with 
respondents that the interview transcripts were in fact a true representation of their views on 
the topic (Smith, 1995). It was intended that each respondent would be posted a copy of the 
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transcript of their interview, an attached feedback-sheet for amendments and/or comments 
about the interview transcript, and a reply-paid envelope to return the feedback-sheet to the 
researcher. 
7.7.3 Stage T w o : Immersion 
It was anticipated that the initial stage of analysis would commence during the 
transcription of the interviews from audiotape (Boyatzis, 2000; Smith, 1995). The researcher 
planned to self-transcribe all of the interviews verbatim into computer files, and then make 
hard copy versions for further analysis. It was intended that each interview would be 
separately analysed, with the initial analysis achieved by listening to the audio taped 
interviews several times, and reading and re-reading the individual interview transcripts to 
become familiar with the content, a process often referred to as immersion (Morse & Field, 
1997; Smith, 1995). The researcher planned to make general notes in the margins of the 
interview transcripts during the immersion process to draw attention to, and identify 
significant segments of data were noteworthy in some way to the specific interview question 
(Boyatzis, 2000; Byrne, 2001). It was expected that the process of immersion in the data 
would uncover patterns and preliminary data categories (Smith, 1995). Leininger (1985, p. 
60) differentiated between patterns and themes, and noted that patterns are "smaller units of 
recurrent behavior" that contribute to themes, whereas ..."themes are large units of analysis 
derived from patterns which can explain multiple aspects of human behavior". 
7.7.4 Stage Three: Generating categories 
Following the immersion process described above, the researcher planned a more in-
depth, systematic level of analysis whereby the responses to each interview item were 
examined consecutively across all of the interviews. This level of analysis was intended to 
identify the frequency of same/similar responses to questions, and similarities in the use of 
language such as expression and terminology (Byrne, 2001; Smith, 1995). It was expected 
that this stage of analysis would produce categories under which data could be grouped and 
classified (Morse & Field, 1995). Categories are specifically defined divisions in a 
classification system, that is, a set of ideas, terms, or general description that mark divisions 
within a conceptual scheme (Byrne, 2001). Categories are distinct from themes because they 
do not convey a sense of wholeness, nor do they facilitate conceptual meaning and 
understanding about the data, and therefore can be viewed as the lowest level of data analysis 
(Boyatzis, 2000). 
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The researcher planned to code significant segments of data to assist in the re-
identification, retrieval, and categorisation of data (Smith, 1995). A code is defined as label 
that assigns identity and meaning to descriptive, inferential information generated during data 
analysis (Miles & Huberman, 1994). Coding is used in thematic analysis to label and organise 
findings uncovered in the process of analysis (Byrne, 2001; Smith, 1995). Quality coding 
requires clear labelling of codes, a clear description of the characteristics of the data ascribed 
to the identified code, descriptions that indicate or flag when that type of data has occurred, 
and exclusion criteria, that is characteristics of types of data that do not meet the description 
of the identified code (Boyatzis, 2000; Smith, 1995). A systematic coding procedure increases 
the reliability and methodological rigour of the data analysis process, as consistency of 
observing and labelling data assists in creating an audit trail useful for retrieving and 
revisiting data in the interpretive phase of analysis (Boyatzis, 2000; Smith, 1995). 
Another consideration in planning for data analysis was whether to analyse the interview 
data manually, or use software specifically designed for qualitative data management (Polit & 
Hungler, 1995). There is some evidence to suggest that computer assisted qualitative data 
management and analysis strategies are useful (Miles & Huberman, 1994), however, 
inevitably it is the interpretive, analytical powers of the researcher that are instrumental in 
eliciting meaning from the data, and therefore the researcher chose to analyse the data 
manually (Boyatzis, 2000; Leininger, 1985). 
7.7.5 Stage Four: Deleting and merging categories 
The next level of data analysis was planned to extend on the process of sorting and 
classifying data, by reducing irrelevant information by deleting superfluous data categories 
(Morse & Field, 1995; Smith, 1995). It was anticipated that significant data would be refined 
further and merged into meaningful clusters by collapsing data categories into broader, more 
inclusive categories connected and rearranged in an iterative process (Smith, 1995). It was 
assumed that this process of review, reduction, and refinement would extract meaningful, 
coherent themes that link and unite the data across the interviews (Mishler, 1986; Smith, 
1995). It was projected that the emerging themes would be then subject to further critique by 
the researcher and supervisor, so as to provide a cohesive account of the essence of the data 
(Smith, 1995). 
7.7.6 Stage Five: Displaying data 
Following from the process of extracting and coding themes from the interview data, the 
researcher planned to compile a data matrix display for each interview (Miles & Huberman, 
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1994). A data matrix display is way of condensing, organising, assembling and presenting 
data that facilitates conclusion drawing by converging the main outcomes of each interview, 
so that the interviews can then be examined against each other (Miles & Huberman, 1994). 
Diagrams and flow charts can be used in the data matrix display to illustrate the logical 
processes of analysis, such as h o w themes and conclusions were arrived at (Miles & 
Huberman, 1994). It was expected that data matrices would be subject to further refinement 
and development through the ongoing process of critical analysis. 
7.7.7 Stage Six: Forming conclusions 
It was anticipated that once the data display matrices had been completed for each 
interview, the next level of analysis would be implemented, requiring the researcher to bring 
together data produced in all of the previous stages of data analysis, and draw meaningful 
conclusions from them (Smith, 1995). This process requires the researcher to submit the data 
to yet another level of scrutiny that aims firstly to confirm that themes identified through 
previous levels of analysis accurately reflect the core content of the data, and secondly to 
produce interpretations from analysing the combined data (Smith, 1995). Miles and 
Huberman (1995) suggested that creating a master data matrix containing a synthesis of all 
outcomes of the previous levels of analysis could assist in producing overall conclusions 
about the data. The master data display matrix would contain a convergence of the major 
themes identified across the interviews from which to formulate an interpretation. However, 
as previously mentioned, producing meaningful conclusions from thematic analysis is 
fundamentally dependent on the researchers analytical and interpretive skills. 
7.7.8 Stage Seven: Validity and reliability 
The final stage of the data analysis plan involved devising a method for evaluating the 
validating and reliability of the analysis process itself (Smith, 1995). Several authors have 
suggested testing the validity and reliability of themes, firstly with the participants 
themselves, for example, the results of data analysis could be returned to participants for 
critique (Comstock, 1982; Lather, 1987). 
Another way to establish the validity and reliability of results is to closely examine the 
main themes and research outcomes to determine their usefulness in meeting the overall aims 
of the study, that is, do they adequately answer the research questions? Are the themes as 
inclusive and exhaustive as possible? Are the themes clearly understood, and therefore useful 
to wider populations? 
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Finally, the findings must be evaluated in terms of their consistency with the overall 
conceptual framework guiding the research. In facilitated praxis, the findings must reflect a 
critical analysis of the topic, arrived at through the process of dialectical discourse critique. 
The researcher is obliged to clearly document the analysis process, with a focus on h o w the 
interpretation was arrived at. 
7.8 S u m m a r y 
The discussion in Chapter Six presented an overview of the use of the semi-structured 
interview as a data collection method in the present investigation. The formulation of the 
Interview Schedule, including the design and question content was explained in some detail, 
and a rationale was provided for each choice of question. 
Chapter Six also provided an account of the approach to data analysis in critical research, 
which included a synopsis of dialectical discourse critique and its role in forming 
interpretations from all the data produced by the present investigation. 
The discussion then outlined the steps of thematic analysis as proposed by Smith (1995), 
incorporating procedures for reducing raw data to meaningful themes and conclusion 
drawing. The chapter concluded with an overview of the proposed interview procedure, 
including ethical obligations and practical aspects of interview method. 
The following two chapters present a detailed account of the findings from the 
quantitative and qualitative components of the investigation. 
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CHAPTER EIGHT 
PHASE SIX: INTERVIEW FINDINGS 
8.1 Introduction 
The discussion in Chapter Eight presents the findings of the semi-structured structured 
interviews, conducted in Phase Five of the investigation. The aim of semi-structured 
structured interviews was to produce qualitative, descriptive data about psychiatric triage 
nursing to contribute to an overall definition and description of the discipline. 
Thematic analysis (Smith, 1995) was used to extract the central themes from the 
interview data, and two levels of data analysis were used to arrive at the findings. In the first 
level of analysis, the overt themes for each question were identified from each interview, and 
then combined to form an overall result for the item. The focus of the first level of analysis 
was on presenting the findings using the participants' o w n words, explanations and 
descriptions as much as possible to form answers to the interview questions. The aggregated 
results or central themes for each question are presented through the narratives of the 
interview participants, and displayed in the order that the items appeared on the interview 
schedule. 
Secondly, the themes identified in the first stage of analysis were subjected to a more 
critically orientated level of analysis, in which the focus was on uncovering covert themes in 
the interview data. The researcher's approach to this phase of the analysis was to engage in a 
process of critical reflection on the interview data as a whole, and examine the themes in the 
light of the critical conceptual framework guiding the investigation. Findings from the second 
level of analysis are presented under the subheadings of the central themes identified through 
this process. 
8.2 The sample 
The sample for the semi-structured interviews was recruited via the Plain Language 
Statement and Interview Consent Form attached to the survey and research package, which 
were located on site at mental health agencies across Victoria during data collection stage of 
the survey. O f the 139 survey respondents, 21 agreed to participate in follow-up interviews 
about their triage practice, which constituted 15 percent of the total sample, and achieved the 
researchers goal of interviewing a minimum of ten percent of survey respondents. A further 
five survey respondents agreed to a follow-up interview, but the researcher did not receive 
consent forms until well after the data collection period was closed, and they were unable to 
be included. Examination of the survey data showed that all of the 139 respondents were 
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experienced mental health nurses, with practice experience in mental health triage. The only 
criteria established for participation in the follow-up interviews was that the subjects be 
experienced mental health nurses currently practicing in mental health triage. All of the 
subjects that completed the Interview Consent Form met the aforementioned criteria. 
Nine of the interview subjects were female, and 12 were male, with eight subjects 
employed in non-metropolitan Victorian mental health services, and 13 employed by 
metropolitan Melbourne mental health services. The age range of interview subjects was from 
32 to 55 years, and the average length of post registration experience was 13 years. One 
interviewee reported commencing triage nursing practice ten years ago whilst employed by a 
metropolitan C A T team, but the majority of the sample had been involved in triage nursing 
for between three and five years. 
Of the 21 interview subjects, nine were employed in designated triage positions, with 
three subjects located in the emergency department of general hospitals, and six based within 
the inpatient psychiatric unit. Nine subjects were employed in CAT/triage positions, with six 
subjects based in the emergency department, and three based at the community mental health 
clinic. Three subjects were employed as triage/duty-workers, and located in community 
mental health clinics. 
8.3 Interview setting and procedure 
The original intention for the interview procedure was that each interview be conducted 
on a face-to-face basis, however constraints of time and distance meant that in reality this goal 
was difficult to achieve. The researcher experienced many obstacles in trying to arrange face-
to-face meetings with busy triage nurses, and many asked, for convenience sake, to participate 
in the interview by telephone. Fifteen interviews were conducted on a face-to-face basis, and 
six were conducted on the telephone. 
Telephone interviewing as a method posed certain limitations, for example; it is illegal to 
record phone calls in Victoria (Deans, 2001), and therefore the researcher had to take notes 
throughout each of the phone interviews. Interviews recorded on audiotape ensure that the 
subject's views are recorded verbatim, whereas without the benefit of audio recording, the 
researcher must take notes during the interview and thus compromise accuracy of detail. 
The potential lack of accuracy in the recording of telephone interview data was partially 
addressed by using a three-way conference phone, and utilising a nurse researcher to assist in 
taking interview notes. Permission to use an assistant for note taking was first sought from the 
participants prior to commencing the telephone interview. Another factor that contributed 
towards achieving more accuracy in telephone interviewing was both the researcher and the 
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participants' experience in conducting and participating in telephone interviews as a part of 
mental health triage practice. Both the researcher and the interview subjects were highly 
skilled in the use of the telephone as a medium of in-depth communication, and this mutual 
experience seemed beneficial to the overall telephone interview process. In addition, the 
researcher sent a follow-up letter (Appendix S) to each of the phone interview subjects 
including a copy of the transcribed interview and a 'reply paid' envelope, seeking critique or 
comment on the accuracy of the interview transcription. None of the interview subjects chose 
to respond to the follow-up letter, which indicated that the subjects were satisfied with the 
accuracy of the content. 
Eleven of the face-to-face interviews were conducted at the participant's workplace, and 
four were conducted in the participants' home environment. All of the face-to-face interviews 
were recorded on digital Dictaphone, and general notes were taken about the procedure 
following each interview. Conducting the interviews at the participants' workplace provided a 
good opportunity to for the researcher to examine the variety of rural and metropolitan triage 
workplace environments, which contributed to a fuller understanding of the practice worlds of 
psychiatric triage nurses. All of the interviews proceeded smoothly, with no major disruptions 
or hindrances to the process. The average length of the interviews was 45 minutes, and each 
of the interviews produced a significant amount of high quality descriptive data. 
The overall experience of conducting face-to-face interviews with psychiatric triage 
nurses was a resoundingly positive one, as they were articulate and knowledgeable 
participants. Several of the interview participants made comments and observations about the 
experience of being interviewed, as opposed to being the interviewee, as is the case in their 
role as triage nurses. The experience of being interviewed was perceived as a 'good 
opportunity' by m a n y of the subjects; firstly, to experience for themselves 'what it must be 
like' for clients and families to be interviewed, and secondly, to have the opportunity to talk 
about contemporary issues in psychiatric triage nursing with an interested person. 
As a critical researcher, it was very rewarding to observe the participants engaging in a 
process of critical reflection on triage practice in the process of responding to the interview 
questions. Without exception, the subjects responded to the interview questions with reasoned 
consideration, which was reflected in the critical insights that they contributed to the 
investigation. 
8.4 First level thematic analysis 
Thematic analysis was used to extract the central themes from the raw data produced in 
the interviews (Smith, 1995). The process of analysis commenced with the transcription of the 
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interviews from digital Dictaphone to hard copy. The researcher then spent a considerable 
amount of time replaying the interviews, and re-reading the transcripts to become familiar 
with the content. Throughout this process the researcher made general notes about the 
interview content, observing at face value the main points/themes the subjects put forward in 
response to the questions. At the end of this process, the researcher had amassed m a n y pages 
of notes for each interview, which were used to create a data trail to assist the researcher in re-
locating specific passages of text identified as being potentially useful to illustrate emerging 
themes in the interview data. 
The next step in this process was to begin systematically organising and coding data. The 
researcher commenced this process by firstly assessing each question from the interview 
schedule individually across the interviews; for example, examining the content of a question 
consecutively for each interview before moving on to the next question. Coloured highlighter 
pens were used as a method of coding data, with each colour representing a separate idea, 
category or topic. O n completing this process, the researcher then began to construct simple 
data matrices for each interview item (Appendix T), containing themes arrived at by 
collapsing categories generated from the initial analysis into meaningful, descriptive themes. 
Despite the obvious differences in triage practice settings and regional locations, there were 
many similarities in the practices and experiences of psychiatric nurses working in the triage 
role. 
The following sections present the findings of the first level of analysis of the semi-
structured interviews. The researcher used verbatim interview data to illustrate themes, 
observations, reflections, and accounts of clinical practice. Smith (1995) observed that the 
inclusion of verbatim interview data is a useful w a y of enriching the description of the topic, 
and is also a w a y of improving the validity of the data by presenting it in its original context. 
As previously mentioned, the interview subjects' accounts and descriptions of psychiatric 
triage were of a very high quality, which was another good rationale for leaving the interview 
data as intact as possible. In order to maintain the confidentiality of the interview subjects, the 
interviewees are not referred to by name, and instead the researcher refers to the interview 
number, i.e. 'Interview 10', with a brief description of the triage setting and geographical 
origins of the subject in parenthesis. For a full inventory of the subjects' details, such as 
position type and triage setting, please refer to Appendix U. 
8.5 Item One: Becoming involved in psychiatric triage nursing 
The first item on the interview schedule sought information on h o w the subject became 
involved in psychiatric triage nursing. The responses to this question were reasonably varied, 
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ranging from being in the right place at the right time, to gaining experience in psychiatric 
crisis assessment and triage whilst working in C A T teams. 
8.5.1 Theme One: Serendipity 
Several interview subjects viewed their first involvement or entry into psychiatric triage 
nursing practice as serendipitous, as the following interview excerpts illustrate: 
Excerpt A 
The truth is that I was actually plucked from the High Dependency Unit I was working on about 
five years ago to go over to the general side and 'do triage'. I said "do what"? I had heard the 
word before on 'MASH', (laughs), but I really didn't have a clue about it then. The next thing I 
knew I was given this tiny little bit of space in the front of the ED, a phone, and some Contact 
Sheets. I was told I'd be taking all incoming psych calls after hours, when the clinics closed. And 
that was the orientation I got. But nobody really knew what it was then anyway. I remember it 
was five-to five pm, I was so nervous. I sat there looking at the phone, thinking, please don't ring! 
But of course it did, and it hasn't stopped (laughs). 
(Interview 9, employed in a dedicated after-hours triage position, currently based in an 
inpatient psychiatric unit in metropolitan Melbourne). 
Excerpt B 
I just happened to be in the right place at the right time. They'd just decided the week before to 
start a triage service, and I got asked to help them get it up and running. At first it was in A & E 
and I did a few of the early shifts. It didn't work out over there at the time, and we moved it 
back to inpatients. The first few months were mad. It's amazing we did as well as we did, 
because we soon found out it wasn't as simple as general triage, where you just say 'yay or nay', 
our clients were totally different. 
(Interview 4, designated after-hours triage position, based in an inpatient psychiatric unit in 
metropolitan Melbourne). 
Other interview subjects reported having gained their first triage experiences working on 
C A T teams, which commonly rotate team members through triage on a weekly basis as a part 
of Enhanced C A T services to Accident and Emergency departments. S o m e of the interview 
subjects stated that triage work had been slowly phased into C A T work (Interview 8 & 9), 
whilst others had been conducting triage within C A T teams for several years (Interviews 5 & 
17). Several interview subjects had their first experiences in triage through working in a C C T 
(Continuing Care Team) at a community mental health clinic, on a 9-5 basis. Typically, triage 
nurses working in CCT's were also involved in case management, and worked a roster that 
included weekly duty/triage work. 
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Several interview subjects reported that triage services developed on a needs basis in their 
regional sector, and that the opportunity to practice in triage arose from their involvement in 
helping to establish the service. The following quotation typifies h o w triage services were 
instigated in some rural areas of Victoria in response to growing demands being placed on the 
general hospital by mental health consumers: 
Excerpt C 
About two years ago w e realised we needed a clinician on duty in the triage role, it was becoming 
far too much of a stress on hospital reception to take all the psych calls. So we created a position, 
and I got one of the jobs. It (triage) was bound to happen, because this is a small country hospital 
that was just getting more psych presentations than they could manage, I mean, they haven't even 
got a doctor there, they rely on GP's from the community. 
(Interview 2, employed in a blended CAT/triage/CCT position in rural Victoria). 
Creating services on a needs basis also appears to have been a driving force in the 
establishment of mental health triage services in metropolitan areas. Several interview 
subjects from metropolitan Melbourne mental health services noted that pressure from the 
general hospitals, in particular the Accident and Emergency departments related to the 
increased number of mental health presentations, was the impetus behind the initial 
instigation of the triage services in their sectors. In the following interview excerpt, the 
subject gives an account of why/how triage services commenced in that region: 
Excerpt D 
Before we had triage here, there was a period after the psych hospital closed where patients 
basically had nowhere to call, except the Accident and Emergency department. They were then 
supposed to contact C A T , but only for psych emergencies. Of course that didn't work, C A T got 
called out for all sorts of things, and the general hospital was getting inundated with calls. So the 
hospital started putting a lot of pressure on us to do something about it. So some of the 
suicide prevention funds were used to set up the position. 
(Interview 17, employed as a CAT/triage nurse from metropolitan Melbourne). 
Two of the interview subjects had been seconded into triage positions, and the remaining 
interview subjects applied for externally advertised triage positions, having had previous 
triage experience in community mental health clinics or working in C A T teams. 
8.6 Item T w o : T h e nature of psychiatric triage nursing practice 
Item T w o of the interview schedule asked subjects to describe the nature of their work in 
psychiatric triage, and this question yielded some excellent in-depth descriptions of the 
experiences, practices and processes of mental health triage. There was a great deal of 
similarities in the responses to this question across the interviews, in particular, the accounts 
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of the phases of mental health triage. Repeated themes evident in descriptive language used 
by the subjects, and the frequent recurrence of similar ideas, were obvious in the interview 
data for item two. The consistency and repetition of themes in the interview data strongly 
indicated that despite the differences in triage settings, regional locations, and practice 
conditions, the perceived role and function of triage was consistent across the sample of 
Victorian psychiatric triage nurses. 
8.6.1 T h e m e One: T h e frontline 
More than half of the interview participants commenced their descriptions of the nature 
of psychiatric triage practice with comments, statements and observations about the position 
of triage as the frontline of mental health services. It was clear across the interviews that the 
participants considered the function of triage as the initial entry point to mental health 
services as being an important aspect of the position. The following interview excerpts were 
selected by the researcher as representative of themes of the frontline present in the interview 
data: 
Excerpt A 
Triage really is the sharp end of the wedge. You are on the 'frontline' so to speak, because you 
are the primary interface between the community and psych services. So there's a whole regional 
sector that you're providing service to, and its up to you to decide who needs what. It's an 
important position in that sense. 
(Interview 20, employed in a dedicated triage position, located in the Inpatient Psychiatric 
Unit in a metropolitan Melbourne hospital). 
Excerpt B 
In triage you are the first point of call. It's the 'pointy end of the stick', whereby you take all of 
the initial mental health referrals or enquiries. So it's an important job in that sense, because you 
are the frontline of the service, and you have to be pretty on the ball to make sure that all flows 
properly. You have people from everywhere calling for advice, help, a whole variety of things. 
You have to make a lot of decisions based on what is appropriate in the individual's 
circumstances. 
(Interview Ten, employed in a CAT/triage position, located in a community mental health 
clinic in Melbourne). 
Some of the language used in the preceding interview excerpts such as the expressions 
'pointy end of the stick', the 'frontline', and 'sharp end of the wedge' gives a real sense of the 
acuity of triage. M a n y of the interviews reflected themes related to the acuity of triage, in 
particular, its position as the entry point for mental health services. The majority of interview 
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participants also expressed a high level of conscientiousness related to the role of being the 
first point of contact and entry for mental health services. 
8.6.2 T h e m e T w o : T h e sole-practitioner 
Of the 21 interview participants, 18 worked as sole-practitioners, and two were rostered 
in triage teams with two staff members allocated to each shift in the emergency department. 
Although m a n y of the participants were employed in CAT/triage team positions, when 
rostered for triage it is characteristic for the triage worker to be separately located from the 
C A T team in the emergency department, or the inpatient psychiatric unit, and thereby 
function as a sole-practitioner. The experience of the role of the sole-practitioner was a theme 
that occurred with regularity across the interview data for item two. There were mixed 
reactions to role across the interview data, ranging from positive experiences of the autonomy 
and independence in practice, to feelings of isolation and lack of support. The following 
interview excerpts were selected by the researcher as representative of the discussion on the 
role of the sole-practitioner in psychiatric triage nursing: 
Excerpt A 
One of the main things about the nature of triage is that you are a sole-practitioner. I have been 
used to working in a team, where you can bounce ideas off each other and you've got the team 
for support. So it's been a big learning curve for m e to have to adapt to being on m y own. I find 
that part of it hard actually, just because it's more stressful having to make decisions on your 
own. 
(Interview 8, employed in a CAT/triage position, located in Emergency Department, 
metropolitan Melbourne). 
Excerpt B 
I'm a sole practitioner, I do have access to doctors if need be, but for the most part the 
assistance they can give m e is pretty much limited to drugs, because I can't prescribe the drugs, 
but I make recommendations based on m y experience, and usually that's the way that we actually 
go. So, I'm a sole practitioner and the responsibility is in m y hands. I actually like working as a 
sole practitioner, if I make the decision, I wear the decision, and I'm quite confident about that. 
(Interview 4, employed in a designated triage position in a metropolitan Melbourne, located in 
an office at the Inpatient Psychiatric Unit). 
Excerpt C 
You're working as a sole practitioner, you've only got a doctor on call, usually a junior M O from 
the general side, and they are not very available. Part of the changes that happened with 
mainstreaming and all the restructuring is that w e lost access to a 24 hr psych reg, which is what 
we used to have before mainstreaming. So w e are 'it', essentially. 
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(Interview 6, employed in a dedicated triage position, located in an inpatient psychiatric unit 
in rural Victoria). 
8.6.3 T h e m e Three: T h e phases of triage 
Item T w o produced some high quality descriptions of the processes of triage, in particular 
the phases of triage, i.e. from taking the initial referral/phone-call, through to the 
action/intervention phase of the triage process. It was clear across the interviews that mental 
health triage is conducted over several distinct phases or steps, with m a n y possible outcomes. 
Each participant without exception identified initial screening of the mental health related 
enquiry as the first step in mental health triage. Initial screening characteristically involves 
firstly obtaining the clients name, date of birth, and address to ensure that the client accesses 
the correct regional service, and secondly, perform a brief mental health assessment to 
detennine if the problem is related to psychiatric illness, and whether or not the problem is 
urgent, or the client at immediate risk. The preliminary screening process in the first two 
phases of triage was referred to as filtering by eight of the 21 interview subjects, in that the 
triage nurse filters calls by making on-the-spot decisions about the appropriateness of the 
referral. 
The next phase of triage typically involves conducting a more in-depth mental health 
assessment, which usually requires gathering as m u c h information as possible about the 
client, firstly through personal interviewing of the client by phone or face-to-face, as well as 
collecting information from other agencies such as police and GP's, in addition to family and 
friends. The next step in psychiatric triage is the decision-making phase, where all of the 
information gathered is used to formulate a preliminary diagnosis or formulation of the 
situation, and the best course of action decided upon. The researcher selected the following 
interview excerpts as representative descriptions of the phases of triage: 
Excerpt A 
All enquiries related to mental health get funnelled through triage. W e start by getting basic 
information like name, date of birth, and address. Getting the basics first is essential, firstly to 
find out if they are ringing the right area, and also so that you can check if they have a previous 
history somewhere, a discharge summary, whatever. You need a name and address, it's very 
important, especially if you suspect they are suicidal. It can take a bit of work to get that 
information, because you have to establish a bit of a rapport. The callers often want to remain 
anonymous at first; they are talking about intensely personal stuff, and they are naturally 
apprehensive. So once you've done the initial screening, and you've established they are from 
your area and that it is psychiatric not situational you progress to the next level of assessment. 
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What you're trying to do here is get as much information to work with as possible. It's hard on 
the phone, cause you haven't got the benefit of making someone comfortable with a cuppa, or a 
pat on the shoulder. You've got to use all the skills you can muster to try and create some kind of 
relationship on the phone. Its hard, but it can be done. Once w e have all the information, 
which can involve numerous calls all over the place, w e make a formulation of the situation, 
weigh up the risks, then make a decision. W e are always looking for the home treatment option 
first, if there is any way w e can treat them at home and avoid admission w e will. The main risks 
we are screening for is harm to self or others, if there's any risk of that w e will try our best to see 
them face to face, either get them to come to A & E or if they won't come in, get the C A T team to 
see them. 
(Interview 9, employed in a dedicated triage position, located in the Inpatient Unit of a 
metropolitan Melbourne hospital). 
Excerpt B 
Most of m y calls come from the general triage, w h o send anything vaguely psych sounding on to 
me. I also get calls directly from the community clinic during business hours. W h e n I get the call, 
the first thing I do is get some contact details and make sure they (the client/referrer) are calling 
the right sector. Once I've established that they are in the right place, then I start taking referral 
information. Basically, I use the information supplied by the referrer to decide firstly whether 
they need psych services at all. That involves making a mental status assessment based on the 
referring information. Once I've established that it is a psych case, the next thing I would do is try 
and work out how acute or urgent the case is. That decision is based on risk assessment, that is, 
level of risk of self-harm or harm to others. It's all about risk really. I mean, unless someone is 
pretty urgent, seriously mentally ill and at risk, I wouldn't do much more other than offer a bit of 
support, advice sometimes, and then refer to case-managers or other appropriate agencies. If there 
is a risk situation that's a different story. If the client is in the community and at risk I arrange for 
a C A T assessment, or police check, or ambulance.. .it all depends on what's going on. 
(Interview 21, employed in a designated triage position located within the E D of a general 
hospital in metropolitan Melbourne). 
Excerpt C 
The first thing w e do is take calls from people w h o think they may be in psychiatric crisis. So the 
first thing w e have to do is find out a) whether it's psychiatric, and b) whether it's a crisis, and if 
it does fulfil these criteria w e can act on it, if it doesn't, then w e point them in the right direction. 
If it does meet the criteria, I'll do a more in-depth assessment of the problem, and there could be a 
number of outcomes, from m e admitting them (the client) if they are onsite at the E D , or I make 
referrals to the C A T team for assessment in the community; I let them know the level of urgency, 
the history, and usually the referrals go to the senior C A T nurse on duty. Or they might just need 
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to be linked in with some other agency or G P in the community. 
(Interview 11, employed in a CAT/triage position located in the Emergency Department of a 
metropolitan Melbourne hospital). 
8.6.4 T h e m e Four: Jack of all trades 
A theme that was clearly evident across all of the interviews was the multi-functional 
roles that psychiatric triage nurses perform. Both rural and metropolitan triage nurses 
observed h o w the nature of triage practice typically involves a diverse range of roles and 
activities, requiring a high degree of knowledge and flexibility in practice. S o m e of the key 
roles and functions of psychiatric triage identified across the interviews were as follows: 
Conducting mental status assessment across the lifespan 
Forming provisional psychiatric diagnoses 
Referral to a diverse array of services and agencies 
Admission of clients to the inpatient psychiatric unit 
Providing pharmacological advice to mental health clients and families 
Providing consultation on mental health clients to the emergency department 
Providing community support/counselling to registered mental health clients and 
families 
Providing advice and support to the inpatient unit 
Providing advice and support to medical registrars with limited experience in mental 
health 
Providing consultation about mental health issues to other community agencies such 
as police, N G O ' s , and schools 
Providing advice and education to the community on mental health issues and services 
Providing a communication link between case-manager and clients 
The following interview excerpts were selected by the researcher as being representative 
of the theme of Jack of all trades, in that they highlighted the complexity and variation of the 
psychiatric triage role: 
Excerpt A 
You really have to be a 'jack of all trades' in triage, especially working in the country. W e don't 
have the benefit of having other services up here to share the load, I mean, we only have a 
psychiatrist here once a week, there are no social workers, and only .4 of a psychologist. In triage 
you have to be able to respond to everything that comes your way. 
(Interview 2, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt B 
It's a varied role. It relates specifically to crisis work. It involves a system of prioritizing care. 
You are taking calls, whether it be from police, various A & E departments, GP's, concerned 
members of the community, family and friends; it's a consultative role to those various agencies. 
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It's also an immediate source of assistance with regards to the management of difficult situations, 
and a support system for clients in crisis. It's also a face-to-face function, you are assessing 
people who present at emergency department; so you do a very in-depth assessment, an eight 
page one actually. The assessment is related to risk, mental state, and background history, a bio-
psycho-social assessment. W e also coordinate the C A T team, liaise with them and police. W e are 
also responsible for coordinating the beds on the unit, in relation to who gets the bed. Plus w e 
often get asked for consultation with the inpatient unit in an advisory role. It's a most critical role 
in the service. 
(Interview 7, employed in a dedicated triage position, full-time night-duty, located in an 
inpatient psychiatric unit, in metropolitan Melbourne). 
Excerpt C 
It think its crisis assessment, well, there are several components. Firstly calls can come from 
anywhere, medication, crisis, accommodation, general inquiries; in a lot of ways triage is like a 
back-up service for the clinicians here. Also, there are always people away, and triage ends up 
covering for caseloads as well. Another area is'walk-ins', people who just walk in from the 
street. Triage does all the walk-in assessments too. Another thing w e do is look after unwell 
clients. Case managers give their clients the triage number to use for support, and they do. So, 
here, triage is lots of different things. 
(Interview 5, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne). 
Excerpt D 
I guess it primarily relates to the term 'triage', which is a screening process. I trunk triage is not 
really an appropriate term in the psychiatric sense, because you are doing far more than just 
screening. If you were to compare it to the generalist arrangement of triage, where you have 
people walking up to a window for a brief 'once over' of their physical status; they are not 
coordinating C A T teams, the police, or the unit; what they're also not doing is spending hours on 
the phone counselling clients, following through with the case management system, all of that 
work in continuity of care that w e are expected to do. Their [generalist triage nurses] answers are 
more 'black and white', where w e might spend an hour on the phone to someone at any one time, 
thereby resolve the crisis, organise things with family, community agencies - in fact what w e are 
actually doing is 'not' triaging. It's a dilemma. Also w e are doing assessments in A & E , so it's 
really C/L (consultation liaison) as well. Basically, in triage you're a 'dogs body'. 
(Interview 7, employed in a dedicated triage position located in an inpatient psychiatric unit in 
metropolitan Melbourne). 
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8.6.5 T h e m e Five: Pathways to care 
The final theme that emerged from the interview data for item two was the role of triage 
in negotiating pathways to care for mental health consumers. In the current arrangement of 
mental health services, triage provides the bridge or link to enable clients to access 
appropriate community based mental health services. For triage nurses, this means having 
both a sound knowledge of community based resources and agencies, but also, building up 
relationships within the community that facilitate accessing services or care. Interview 
participants also noted that the nurse is often required to advocate and negotiate on the part of 
mental health clients to assist them in finding the pathways to care. A noteworthy aspect of 
the data around this theme was the creativity and resourcefulness that psychiatric triage nurses 
showed in negotiating and accessing the multiplicity of community agencies. The following 
interview excerpts were selected by the researcher as being representative of the interview 
data around this theme: 
Excerpt A 
Part of the role of triage is also helping clients access pathways to care. What that's about is 
identifying what the client needs are in terms of care, and what the best way to get that care is. 
Sometimes the clients are perfectly capable of accessing the services themselves, once they have 
been given the right information. But others need more help than that, and that's where you've 
got to be a bit more 'hands on'; make the calls for them. Sometimes you just know that you're 
going to have a lot more luck getting the client in somewhere than if the client themselves rang 
up. In triage you sort of build up relationships with some of the agencies, and that can be really 
helpful when you need something, because they know you. 
(Interview 18, employed in a dedicated triage position, located in the Inpatient Unit, 
metropolitan Melbourne). 
Excerpt B 
Once I've got all the information, I'll start working with the client or family as much as possible 
to work out where we should go. I refer to other services, I will either give the client the 
information on the agencies to contact, or I will contact them for them. Sometimes I need to refer 
to the duty doctor, say if I need to admit a client or need a p.r.n signed, or I refer to C A T if they 
can be home treated. It all depends what they need. Whatever services they need I will help them 
to try and access. You get pretty good at learning how to open doors in the system working in 
triage, and in that way you can really help people navigate the system. 
(Interview 15, employed in a CAT/triage position, located in the Emergency department of 
metropolitan Melbourne hospital). 
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Excerpt C 
You often have to find some alternatives for the client. W e always try and tie up the loose ends. 
Like if we can't take them on, we always give them plenty of advice and help to get the service 
they need, other options. That's part of the job too. Some people have the attitude that triage is all 
about passing people on, but that's only partially true; we still have a duty of care to these people. 
I mean, if someone rings you up and needs help, if you can help them you will. I often call other 
services for clients to help them out, to help them make the connections. 
(Interview 17, employed in a dedicated triage position, located in the Inpatient Unit, in rural 
Victoria). 
Excerpt D 
Sometimes you just can't access other services, that's really frustrating. There's a lot of game 
playing going on about beds, or just red tape trying to get some service for your client. Drug and 
alcohol services are a good example. It can be very complicated trying to help the client find the 
right pathways to care. 
(Interview 18, employed in a dedicated triage position, located in the Inpatient Unit, 
metropolitan Melbourne).' 
8.7 Item Three: The level of responsibility in psychiatric triage nursing practice 
The most pervasive theme to emerge from the interview data about level of responsibility 
in triage practice was that triage is universally experienced as a position of extremely high 
responsibility. The other theme to emerge from the interview data for this item was the shift 
in domains of responsibility from traditional areas of responsibility in nursing, to n e w 
domains of responsibility, such as the economic realms of resource management, and the 
medical realms of diagnosis. 
8.7.1 T h e m e O n e : Extreme responsibility 
The majority of interview participants expressed the view that the extremely high levels 
of responsibility in psychiatric triage practice were related to feeling responsible for life and 
death matters, and the need to m a k e the right decision. The researcher selected the following 
interview excerpts as being representative of the theme of extreme responsibility that emerged 
from analysis of the interview data for Item Three: 
Excerpt A 
Extremely high. Just having to make the call, be the one who takes responsibility for the decision. 
You know its up to you, and you want to make the right decision. There are no hard and fast 
rules; you just have to use common sense. I tend to be conservative in practice, I'm all too aware 
of the responsibility. You are dealing with life and death matters, and you are responsible for the 
decisions you make. 
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(Interview 17, employed in a dedicated triage position, located in the Inpatient Unit, in rural 
Victoria). 
Excerpt B 
The level of responsibility in triage is extreme; I don't think anyone would dispute that! 
It's more responsibility than any other job I've had in psych, that's for sure. In a way that's why I 
like it I guess, I like a challenge. But yeah, it's high. You are triaging for the whole sector, 
especially after hours when you are entirely on your own. You've got peoples lives at stake, so 
it's definitely not for the faint-hearted. 
(Interview 21, employed in a designated triage position based in the emergency department of 
a metropolitan Melbourne hospital). 
Excerpt C 
It's extremely high. I would describe it as being disproportionate to the level of training and 
remuneration involved. It's just not matched by the level of training that the organisation has 
provided, nor by any formal course within the state of Victoria. The bottom line is you are 
dealing with the acute end of mental illness, and there's a lot of risk involved in the work, and 
you have to get it right, make the right decisions. 
(Interview 8, employed in a CAT/triage position in metropolitan Melbourne). 
Excerpt D 
The level of responsibility is extremely high with this type of work. Especially in a small town 
like this, where you are the service; it all falls on to you one way or another. You have to be 
responsible, there is nowhere to pass the buck, so you get used to it. But at the same time, you 
still know you have to be responsible for this whole service. 
(Interview 1, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt E 
Triage is a huge responsibility, I mean, you are doing everything and anything.. .you are the 
frontline of the whole psychiatric service so yes, its huge. Ultimately it's you making all the 
decisions, and your decisions affect everybody; the client, the family, and the community, so we 
don't take that responsibility lightly as you can imagine. 
(Interview 2, employed in a blended CAT/triage/CCT position in rural Victoria). 
8.7.2 T h e m e T w o : T h e shifting domains of responsibility 
A recurring theme across the interview data in discussions on the topic of responsibility 
was the notion that triage nurses are expected to assume responsibility for the management of 
resources within their healthcare region. M a n y of the participants also observed that the 
boundaries of psychiatric triage nursing practice overlap with domains that were formerly in 
the medical sphere of practice, such as diagnosis, admission, and prescription. The following 
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interview excerpts were selected by the researcher as representative of the theme of the 
shifting domains of responsibility in triage practice: 
Excerpt A 
The other thing you are responsible for in triage is resources. You're never really told that 
explicitly, but that is in effect what you do. I mean, you don't want to call the whole C A T team 
out to some job that is just inappropriate. Y o u have to be very sure something is necessary before 
you go ahead and put it into action. It's the same with the hospital beds. W e are on pretty strict 
guidelines about who gets the beds. So you're always aware of that when you're making triage 
decisions. 
(Interview 9, employed in a dedicated triage position, located in an inpatient psychiatric unit 
in metropolitan Melbourne. 
Excerpt B 
When we're making decisions in triage w e also have to think about whether w e can justify the 
use of resources. The beds are very scarce, and basically someone has to be pretty deteriorated or 
at risk for us to use one. All the resources w e have are scarce, so we need to be responsible in that 
sense too. So it's not just the clients you are looking after, it's also the budget! 
(Interview 6, employed in a dedicated triage position, located in an Inpatient Psychiatric Unit 
in rural Victoria). 
Excerpt C 
Well, the responsibility of triage extends beyond just the responsibility for the client; you also 
have to think about what the service can offer. You only have so much in terms of 
resources, so you have to use what you've got wisely. Sometimes you might do things differently 
if you felt you could justify the use of the resources. Sometimes I assess clients that really could 
use an admission, but you tend to save that last bed for someone else you have on the books w h o 
is even more in need. 
(Interview 13, employed in a dedicated triage position, based in an inpatient psychiatric unit 
in rural Victoria). 
Excerpt D 
It's amazing to think that not very long ago psych nurses were just the doctor's assistants in 
admissions. The only role w e had in assessment and admission was to take the 'Obs', and sit in 
on the physical examination. In a very short space of time, it seems that now w e are now doing 
all the assessment and admission. So there's a whole new type of responsibility in triage for 
psych nurses. 
(Interview 10, employed in a CAT/triage position, located in a community mental health 
clinic, metropolitan Melbourne). 
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8.8 Item Four: The experience of support to the triage role 
The researcher chose not to define the concept of support for the interview subjects, and 
instead allow them to interpret the term in their o w n way. T w o clear themes emerged from the 
interview data around the term support; the first was the notion of support as a psychosocial 
interaction between the nurse and colleagues, whereby team members provide each other with 
mutual social/emotional reassurance; and the second theme was the concept of support in 
terms of practical and material resources such as medical coverage, supervision, staffing 
levels, education, and community resources. 
8.8.1 Theme One: Social/emotional support 
Psychiatric triage nurses working in positions with minimal contact with other team 
members commonly reported feeling isolated and lacking in support in practice. Triage nurses 
working with some level of team contact reported feeling a higher level of support. The 
following interview excerpts were selected by the researcher as characteristic of the interview 
data around the theme of social/emotional support: 
Excerpt A 
The level of support is nil. N o really, it is. Its like we aren't even connected to the team, we are a 
separate entity. W e don't really see anyone except fellow triage nurses at shift change. And 
usually you are too busy to catch up. If you work nights its even worse, you don't see anyone. I 
have never worked in another area of practice like this before, where you really send a lot of time 
alone 
(Interview 19, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
Excerpt B 
I find triage totally unsupported, in fact I'd go as far as to call it isolative; often you don't say 
more than a passing "hi" to someone as your coming and going, and the only people you talk to 
all shift are police, clients, and agencies. So much can happen in a day, and the sheer workload in 
triage is phenomenal! It should really be two people 'on' [on duty] in triage, that would help a lot 
towards the workload and having a bit of support. It would also be safer too. 
(Interview 9, employed in a dedicated triage position, located in an inpatient psychiatric unit, 
metropolitan Melbourne) 
Excerpt C 
W e don't have any formal system of support in place. W e support each other a lot, I suppose 
because everyone has to rotate through triage we all understand what its like. Some kind of 
formal supervision of triage would be good though, just even to debrief a bit from some of the 
stuff that happens. You are just expected to cope I guess, they assume you can so there's nothing 
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put in place, we've never been asked how we're coping with it either, we've never had any 
specific workshops or meetings even. So, apart from the support we give each other there's none. 
(Interview 15, employed in a CAT/triage position, located in Emergency Department, 
metropolitan Melbourne) 
8.8.2 T h e m e T w o : Practical support 
The majority of interview participants identified lack of practical support as being a 
significant contemporary issue in psychiatric triage nursing practice, and this was a recurring 
theme throughout the interview data on the topic of support. The lack of medical support was 
frequently identified as a major issue in triage practice, as well as the lack of triage staff, and 
community support agencies (especially in rural areas). The researcher selected the following 
interview excerpts as being characteristic of the themes of lack of practical support: 
Excerpt A 
There seems to be a real lack of support to triage, no assistance with it at all, there's no set 
process in so far as supervision and support go attached to the role. It's quite under funded. You 
have to ask yourself whether the enhanced C A T funding has been ciphered off for something 
else, cause it hasn't been put into triage. You shouldn't have to be in the position of being paged 
and phoned the whole time you're in an interview. There really needs to be more of everything to 
triage 
(Interview 15, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt B 
A lack of support within the psychiatric stream is also a problem. Most of the times the problems 
are related to a lack of availability and input from the consultants or even the psychiatric 
registrars. It's hard to believe that triage has no actual medical coverage assigned to it. It's even 
worse on the weekends and after hours, there's often just two doctors covering the hospital, and 
they are so busy. It means I get stuck trying to look after all these people who are just sitting 
around waiting for a couple of sleepers, or medical clearance, which is hard to manage 
sometimes. The clients just bank up, waiting. 
(Interview 11, Employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
Excerpt C 
Well, we have very little medical support here. W e can ring the consultant, but he is only down 
here once a week. This is a nursing run service actually. Considering the size of this catchment 
area, its amazing w e don't have more doctors. It's hard to get doctors to come and work in the 
country, they are in short supply. So we've had to build up a relationship with the GP's in the 
area, and we use them pretty much only when w e need medication. If we had limited prescribing 
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rights for stuff like Temazepam and a bit of Valium it would make things easier out here for sure. 
There are situations where w e could avoid admission or transporting the patient if we only were 
able to give a stat dose of some medication, because in rural areas, you could have sent the team 
out to an assessment in the bush, without medication they often end up having to get the police, 
the patient ends up handcuffed in the van and driven over a hundred K M just to get some 
medication. So the medical situation could definitely be improved. 
(Interview 2, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt D 
In terms of resources triage is really lacking support. W e need to have more support clinically, 
with medical support, and also with staffing. It's hard to do this job properly without the support 
systems in place, there's just too much for one person. You can't just set up a service, call it 
triage, employ the minimum number of people, provide no education, no supervision or anything 
to the staff and hope it will work. It needs more support than that. W e end up missing tea breaks, 
going home late every night, no one to fill in for leave, have everything thrown at us, it's too 
much to expect. So we could do with a lot more support! 
(Interview 7, employed in a dedicated triage position, full-time night-duty, located in an 
inpatient psychiatric unit, in metropolitan Melbourne). 
8.9 Item Five: Stress in psychiatric triage nursing practice 
Item five of the interview schedule asked subjects h o w they would describe the 
experience of stress in psychiatric triage nursing. The strongest theme to emerge from the 
interview data was that psychiatric triage practice is universally experienced as a highly 
stressful occupation. Stress was most commonly experienced in relation to on-the-spot and 
complex decision-making under pressure, the sense of extreme responsibility of the role, and 
through feeling overworked. 
8.9.1 T h e m e O n e : Decision-making under pressure 
A commonly occurring theme across the interview data on stress was the association 
between complex and on-the-spot decision-making and stress. The researcher selected the 
following interview excerpts as being typical of the subjects' experiences of stress related to 
decision-making in psychiatric triage practice: 
Excerpt A 
Just making the decisions, the decision making process in triage is hugely stressful. It's stressful 
because you are dealing with peoples lives, and because you cant please everyone either 
(Interview 16, employed in a CAT/triage position, located in the emergency department, 
metropolitan Melbourne). 
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Excerpt B 
The level of stress is very high too. Again, its all up to you; you have to think fast when the 
pressure is on. So many situations to consider in the equation. Of course you want to make the 
right decision, because peoples' lives could be at risk. But either way, you have to make a 
decision. Sure, you can consult with someone if you have to, but there's this unspoken 'rule' in 
triage that you only bother the consultant in really urgent circumstances. So that leaves you to 
make the decisions 97 percent of the time. 
(Interview 18, employed in a dedicated triage position, located in the inpatient unit, 
metropolitan Melbourne). 
Excerpt C 
In triage the pressure is always on to make decisions quickly. Sometimes you haven't got much 
information to work with, you're not sure. It's quite stressful, because you know what it could 
mean to get it wrong. You have to make the call though, one way or another its up to you, 
whether to act or not, involve C A T , admit, or send them home with some medication. Meanwhile 
the pressure mounts because other calls are coming in too. 
(Interview 7, employed in a CAT/triage position, located a community mental health clinic in 
rural Victoria). 
8.9.2 T h e m e T w o : Responsibility 
M a n y of the interview participants related their experiences of stress in psychiatric triage 
practice to the high level of responsibility inherent in the position. Commonly, the 
participants noted that triage was unlike other nursing positions they had previously held, due 
to the high levels of responsibility vested in the role. The researcher selected the following 
interview excerpts as being typical of the participants' experiences of stress related to the high 
level of responsibility in psychiatric triage practice: 
Excerpt A 
The level of stress, it's not something you would have experienced in other areas of nursing, its 
much higher because of the level of responsibility involved. Sometimes I sit here in the evenings, 
and I realise that I'm triaging for this whole huge region. That I a m personally responsible for 
making decisions about the communities mental health needs, it's a bit overwhelming sometimes, 
(Interview 15, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
Excerpt B 
A lot of the stress comes from the responsibility. It would have to be the most responsible job 
there is in this profession, there's nothing that compares to it. Sometimes it just goes beyond what 
is reasonable, I mean I'm sitting there playing psychiatrist, playing doctor, and that's actually 
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pretty scary because if anything goes wrong it all falls on to you, not the system. 
(Interview 13, employed in a dedicated triage position, based in an inpatient psychiatric unit 
in rural Victoria). 
8.9.3 T h e m e Three: Overworked 
Most of the interview participants raised the issue of overwork when discussing stress in 
psychiatric triage nursing practice. It was clear across the interviews that m a n y subjects felt 
that the workload was often excessive in triage, so much so that they were often unable to 
have a break during the shift, or were unable to finish work on time as a result of unfinished 
triage paperwork. The following interview excerpts illustrate the theme of overwork as it 
relates to the experience of stress in psychiatric triage nursing practice: 
Excerpt A 
It's very stressful, even though you are supposed to finish on time, you usually don't, you've 
always got paperwork to do which you can never finish during the shift. You can't do it during 
the shift because you are too busy taking calls and dealing with the immediacy of the issues. So 
it's a very stressful job, but it does get easier with experience. 
(Interview 3, employed in a metropolitan Melbourne C C T / community mental health clinic). 
Excerpt B 
Urn, very high stress, to the point of being unhealthy. For example, we hardly get a tea break; 
there is no one to fill in for us. You can be working 8 hours without a break. And if anyone's off 
sick, they cant replace them. W e need more back up in triage. There should always be two people 
'on', that would reduce a lot of stress. 
(Interview 15, employed in a CAT/triage position, located in the emergency department of a 
metropolitan Melbourne hospital). 
Excerpt C 
The level of stress changes, certain days and times are worse than others, especially weekends and 
after-hours, they are the most stressful times. They are the worst times because basically there's 
too much work for one person to cope with, and the medical coverage is at its lowest. I always 
used to think I managed stress really well until I worked in triage. You can be having an O K day, 
but all it takes is one call to throw all that out the window. Sometimes I don't get a break all shift. 
You don't get a coffee. You can't discuss anything with your peer group because you're on your 
own. So it can build up over a shift, at the end of it you are just wrecked. I get a headache. 
(Interview 16, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
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8.9.4 T h e m e Three: Exposure to trauma 
It was clear from the interview data on the topic of stress that the m a n y of the interview 
participants experienced the acute nature of psychiatric triage as stressful. Several interview 
participants observed that working with clients and families in crisis was often very difficult, 
due to the emotionally charged circumstances characteristic of psychiatric crises. A number of 
subjects described feeling stressed by repeated exposure to the acute traumas of mentally ill 
clients, and found it difficult to disengage from at times. The researcher selected the following 
interview excerpts as reflective of the theme of exposure to trauma as a source of stress in 
psychiatric triage nursing practice: 
Excerpt A 
Its pretty high stress; you're dealing with a lot of distress, trauma and crisis, sometimes that 
sticks; it's a job where you need breaks. It's not a career job, you can only do it for a while cause 
it tends to burn you out quickly. One of the problems is the lack of support around that issue, 
there's just no understanding about that. Working with adolescents is pretty stressful anyway. 
(Interview 12, employed in a rural Victorian adolescent mental health service). 
Excerpt B 
When I'm stressed I can't understand why I'm doing the job at all. You see and hear so many 
traumatic things, suicidal people, some very unwell people, and it's hard sometimes to leave it at 
the door when you go. Triage is so acute; it's often the point where the client or family is at 
absolute crisis point when they make contact with the service, so there is always a lot of tension, 
high emotion. So crisis is 'in your face' every day, and that's pretty stressful. 
(Interview 7, employed in a dedicated triage position, full-time night-duty, located in an 
inpatient psychiatric unit, in metropolitan Melbourne). 
Excerpt C 
Even though I've been a psych nurse for years, I find it really hard sometimes to be constantly 
exposed to other people's crises and major life problems. Sometimes I think it really effects m y 
outlook on life, I know it stresses me, just because I'm always dealing with crisis, you know, I 
forget that there are heaps of people out there living normal lives. It's hard to hear the sort of stuff 
you hear in triage day in day out and not be affected. 
8.10 Item Six: Confidence in psychiatric triage nursing practice 
O n the whole, the interview data for item six indicated that psychiatric triage nurses 
experience a high degree of confidence in clinical practice in all triage settings. T w o main 
themes emerged from the interview data, the first being that confidence in practice develops 
from both from previous experience in caring for the mentally ill, and cumulatively through 
on-the-job experience in psychiatric triage practice. The second theme to emerge around the 
182 
concept of confidence was caution in practice. Whilst high levels of confidence in practice 
was universal across the sample, m a n y of the interview participants inferred that their practice 
was cautiously confident, in that they also were very aware of the potential risks inherent in 
psychiatric triage practice. 
8.10.1 T h e m e One: Experience equals confidence 
W h e n discussing the concept of confidence in practice, the majority of interview 
participants identified significant previous clinical experience in mental health nursing as the 
main source of their confidence in practice. Several interviewees noted that confidence levels 
in triage are also improved with greater exposure to the position. The following interview 
excerpts highlight the theme of previous clinical experience, and its relation to confidence in 
psychiatric triage nursing practice. 
Excerpt A 
I can say I feel pretty confident in the job. Generally speaking I work pretty well, I've had a lot of 
experience and I like the work. Its not easy, but I definitely feel pretty confident in m y work, yeah. 
(Interview 3, employed in a metropolitan Melbourne C C T / community mental health clinic). 
Excerpt B 
I've done it for quite a few years now, and I feel very confident in m y practice. I don't think there is 
anything now that could come up that would shock m e or put m e in a spin. I've dealt with a lot of 
things over this time, so I feel quite confident in the role that I play, in what I do. 
(Interview 4, employed in a designated triage position in a metropolitan Melbourne, located in 
the inpatient psychiatric unit). 
Excerpt C 
I certainly feel confident in identifying risk situations, and m y philosophy has always been very 
conservative practice, I don't like taking risks with people, so in that sense, I am confident in 
identifying what needs to be treated, and putting those measures in place. M y previous experience 
in psych nursing is probably what's give m e the confidence, and m y experience working in the 
community. 
(Interview 9, employed in a dedicated triage position, located in an inpatient psychiatric unit 
in rural Victoria). 
8.10.2 T h e m e T w o : Cautiously confident 
The second theme to emerge from the interview data for item six was the notion of 
cautiously confident practice. Whilst all of the interview participants generally reported a high 
level of confidence in triage practice, m a n y described a guarded type of practice, with an 
emphasis on keeping the ever-present elements of risk and responsibility inherent in triage 
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uppermost in mind in decision-making and practice. The researcher selected the following 
interview excerpts as representative of the theme of cautiously confident practice: 
Excerpt A 
It goes up and down, I don't think you ever feel totally confident because you are always a bit on 
edge, waiting for 'that' call, hoping it doesn't ring. You feel confident if things go well, if you 
deal with the referral competently, but if things don't go well, or if you made someone unhappy 
because you couldn't help them in the way they wanted to be helped, then you don't feel so good, 
like, did I cover all bases, is there anything else I could have done, then you don't feel very 
confident. Obviously it gets better with more experience, but you never feel totally confident, you 
always need to be cautious. 
(Interview 5, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne). 
Excerpt B 
Well, I feel relatively confident, because I have been working with psych clients for quite a few 
years, and I've learnt a lot along the way. But, even still, you are not always right, we all make 
mistakes, and one of m y worries is about the legal aspects; I mean, what happens to me if I make 
a wrong call? That's never been clear to me, and you do hear of triage nurses having to front the 
coroner, so what happens? W e aren't covered like the doctors in that regard. I'm really not sure 
what would happen if I took a 'wrong call'. I try to play it very safe in triage, but then again, you 
still need to be confident about what you're doing. 
(Interview 11 employed in a CAT/triage position, located in a community mental health 
clinic, metropolitan Melbourne). 
8.11 Item Seven: Job satisfaction 
Item seven of the interview schedule asked participants to describe their experience of job 
satisfaction in the psychiatric triage role. There were mixed reactions to this item, with the 
majority of participants describing job satisfaction associated with being able to solve the 
problems before them to the satisfaction of all parties involved. The theme of getting it right 
was the most pervasive theme that emerged around the topic of job satisfaction. Several 
subjects commented that psychiatric triage can be a frustrating, stressful, and lonely role in 
which your work often goes unrecognised, due to some extent to triage's position as the 
'middle man' in the healthcare system. 
8.11.1 T h e m e O n e : Getting it right 
The strongest theme to emerge through the interview data on job satisfaction was the 
rewarding practice experience in triage of getting it right, that is, making correct diagnoses, 
implementing the correct action with positive outcomes for clients, and successfully 
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navigating the system. The researcher selected the following interview excerpts as typical of 
the theme of getting it right: 
Excerpt A 
Job satisfaction for m e is about getting things right. I also feel satisfied when I've really helped 
someone, helped solve a problem or a crisis. I'm also satisfied when I help someone avoid 
hospitalization. Plus getting through a pile of work before the end of the shift is a satisfying 
feeling. I like to be able to tie up loose ends too. So, it's a good feeling when all of those things 
are right, you know you've done a good job 
(Interview 21, employed in a designated triage position based in the emergency department of 
a metropolitan Melbourne hospital). 
Excerpt B 
Good! I actually really enjoy m y work. I get a lot of satisfaction from doing the job well. You 
know you've done a good job if everything worked out well for everyone, you've made the right 
decisions, and the client and family got what they needed. So, triage can be really good, you can 
really feel like you've helped someone. The only problem is there isn't much chance of 
promotion in the bush. 
(Interview 1, employed in a blended CAT/triage/CCT role position in rural Victoria). 
Excerpt C 
Of course there is satisfaction in the job. The great thing about triage is that you can help people 
avoid unnecessary hospitalization too, people who once upon a time would have been 
hospitalized for sure. Plus you are helping people in crisis, helping them work through the 
process. Families in particular have been very grateful for m y assistance; some of the things 
families have to endure alone with community care is pretty tough, so at least triage can give a bit 
of support, advice. W h e n things are going right it can be a really good job. 
(Interview 7, employed in a dedicated triage position, full-time night-duty, located in an 
inpatient psychiatric unit, in metropolitan Melbourne). 
8.11.2 T h e m e T w o : T h e middle m a n 
A clear theme to emerge from the interview data around job satisfaction was the 
uniqueness of the intermediary role of triage, in particular, h o w being in-between the 
community and the mental health service impacts on job satisfaction. In m a n y regards, the 
triage role is novel and unique in psychiatric nursing practice, because unlike most other 
mental health nursing roles where job satisfaction can be achieved through an ongoing 
therapeutic relationship with the client, in triage practice the contact with the client is brief 
and the purpose is immediate crisis resolution and to act as a channel through which clients 
can access services. 
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The triage nurse is also in-between the services and agencies, and interview subjects 
describe often being perceived as the bringer of bad news by some services; for example, a 
phone call from triage to the ward or C A T team m a y be received negatively, in that the call 
from triage often requires something from the recipient. The researcher selected the following 
interview excerpts as illustrative of the theme of the middle man. 
Excerpt A 
Well you get job satisfaction from dealing with a referral quickly and well, so you feel good, but 
if you don't, or if you give people some bad news such as they can't access the service, then it's 
hard to feel job satisfaction, because there is no one else telling you 'yes you did the right thing', 
so job satisfaction is hard to get because you never get any positive reinforcement for what 
you've done, especially from the person making the referral. You are not really seen as an 
important cog in the wheel, you're just the 'middle man'. So it's hard. 
(Interview 3, employed in a metropolitan Melbourne C C T / community mental health clinic). 
Excerpt B 
Limited. The satisfaction from doing triage would be relatively low. Everyone wants something 
from you; if it's not the police it's A & E , or doctors, everyone is making demands of you. You're 
often in the middle of the situation being pulled both ways, which is not a good feeling, I can 
assure you. Plus there are differences of opinions about assessments; it's rare to get a 
compliment, feedback So it's hard. People are in crisis, that's what you deal in, and nobody 
wants to know about that if they can help it! 
(Interview 11, employed in a CAT/triage position, located in the emergency department, 
metropolitan Melbourne). 
Excerpt C 
Clinically it is very satisfying, especially when things are going well, and I'm getting things done 
and achieving results. It can be great sometimes; but of course, it can also be the opposite. It's 
always great when you get some good feedback from colleagues, medical staff from ED, or the 
clients and families. Sometimes w e 'cop it' from nurses on the ward though, especially if w e have 
to admit known P.D. [person with a diagnosed personality disorder]. It's hard in triage because 
you are kind of caught in the middle a lot. N o one really wants to hear from us, because when we 
call police, C A T , the ward, the doctor, they know w e need something, or want something. Also, 
because we are in that intermediary position, w e never get to follow up what happens to people, 
you don't have relationships as such in triage, just brief encounters. 
(Interview 18, employed in a dedicated triage position, located in the Inpatient U m t , 
metropolitan Melbourne). 
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8.12 Item Eight: Relationship with medical staff 
Very strong themes emerged from the data around the topic of the relationship with 
medical staff in the psychiatric triage role. The most prominent theme expressed across 20 of 
the 21 interviews was the lack of medical resources allocated/available to triage, particularly 
after-hour's triage. Another clear theme across the interview data for item eight of the 
interview schedule was the issue of lack of expertise and experience in managing the mentally 
ill commonly observed in medical staff, especially in the generalist setting such as the 
emergency department. The combined lack of availability and expertise of medical staff 
appears to have led to psychiatric triage nurses expanding their practice domains considerably 
in compensation, in the effort to provide what they perceive to be adequate psychiatric care. 
8.12.1 T h e m e O n e : W h e r e have all the doctors gone? 
The most c o m m o n theme to emerge from the interview data for Item Eight was the lack 
of medical resources made available to psychiatric triage. The researcher selected the 
following interview excerpts as being illustrative of this theme: 
Excerpt A 
When I first started doing triage I used to think, where have all the doctors gone? What I've 
found is that it's actually hard to get a doctor, especially weekends and after-hours. The general 
side is usually running 'flat chat', you can wait forever. So you end up doing a lot of things they 
would have done, and only using them if absolutely necessary to sign a p.r.n or for medical 
clearance, and for medical admission. W e get hardly any input by the doctors at all in triage. All 
the assessment is done by us, everything. Occasionally w e have to call the consultant, but that's 
pretty rare that we'd do that, it would have to be a serious crisis or a bed dispute, or something 
like that. 
(Interview 9, employed in a dedicated triage position, located in an inpatient psychiatric unit, 
metropolitan Melbourne). 
Excerpt B 
W e don't actually have our own medical staff, except the consult psychiatrist who comes down 
here once a week. W e don't have ready access to a psychiatrist via the phone, we do all 
assessments by ourselves; actually the nurses run the community mental health service here, 
literally because of the lack of medical involvement. W e don't do assessments with doctors, if we 
really need one we have to use a community GP, that's the way it is. W e can't get access to 
'scripts' here at the hospital, we have to hunt up a G P through the community medical centre, 
then we have to convince a doctor who doesn't know the patient that we need the medication, 
that we have discussed it with the consultant, actually, it is us nurses prescribing the medication 
in reality, w e are with the patient and know the situation, so we recommend the drugs. It can be 
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really frustrating at times, but we have learned to work with the GPs, plan things a little better. 
So basically, the medical support is very thin. 
(Interview 1, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt C 
I think the relationship is good, and has to be good, but it's very easy to get frustrated when you 
just can't get a doctor. I think that for people who are 'walk-ins' and assessments that need 
medical attention, I think a M . O should be available for at least say two half hour sessions in a 
day. Yes, we do have several MO's on site, but they are just members of the team here and they 
all have case loads etc, so to have someone walk in, I mean, that needs to see a doctor, you can't 
just simply say "would you please see this person", because they just don't have any sense of 
medical responsibility to triage, you have to really coerce them to see any 'walk-ins' and people 
in crisis because their diaries are full. So what do you do when they just say "no"? I think the 
problem is that there just hasn't been any medical allocation for triage. 
(Interview 5, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne). 
8.12.2 T h e m e T w o : Playing doctor 
As well as the general lack of medical coverage in psychiatric triage practice, another 
theme to emerge strongly through the data w a s the increased reliance on nurses to perform 
tasks that have traditionally been performed by doctors, and also a growing role in educating 
doctors about managing mental illness. The following interview excerpts reflect theme of the 
growing trend for psychiatric triage nurses to perform clinical functions formerly the domain 
of medicine: 
Excerpt A 
When we relocated to the general hospital, w e lost a lot of the medical and psychiatric support 
that we used to have. It was rationalised by the general hospital that psych would use then-
registrars, instead of us keeping the psych reg. That was a real blow to us, because we used to 
rely on them quite heavily for second opinions and medical queries, and now we only have access 
to the one doctor that covers the whole hospital after hours. So we came into contact with a whole 
new type of doctor, I mean the junior resident from the general hospital, often no experience with 
psychiatry, w e just hadn't worked with doctors with such a gross level of inexperience before. 
Some of them need full direction with managing a psych client, including what medications to 
prescribe for p.r.n's [when necessary dose]. So, m y experience hasn't been great with them; and 
It's not as if you can contact the consultant "willy mlly" (a colloquialism meaning on a whim), 
you really only ever contact them when you're desperate, that's kind of the culture that's grown, 
because you are expected to make the decisions. So, it's like now w e are 'playing doctor' too. 
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(Interview 8, employed in a CAT/triage position, located in Emergency Department, 
metropolitan Melbourne). 
Excerpt B 
I get along pretty well with the medical staff, but m y problem is that most of them know very 
little about psych, especially the new medical residents in E.D. Because of that I find myself 
constantly having to explain things to them, about medications, mental illness, which is ok but 
time consuming. I feel like the medical staff rely heavily on the triage staff in regards to 
managing psych patients. They obviously don't get much psych in their training. But that of 
course means that we have to do a lot more work. W e end up doing a lot of their work for them in 
terms of mental status examination, the risk assessment, most of the admission paperwork. Plus 
just taking all the calls. 
(Interview 21, employed in a designated triage position based in the Emergency Department 
of a metropolitan Melbourne hospital). 
Excerpt C 
We're already doing all the assessments, paperwork, speaking to the agencies involved and the 
families, discussing it with C A T ; so where do the doctors fit into that system? In the 
old days a nurse never would have been doing stuff like diagnosis and admission. Every 
admission was handled by the doctor, w e didn't really have much to do with deciding if the 
patient should come into hospital or not, that was the doctor's responsibility. I work in a training 
hospital and it can be really draining. Some of them [medical staff] don't even know the basics. 
So it's very testing sometimes. 
(Interview 16, employed in a CAT/triage position, located in the Emergency department of 
metropolitan Melbourne hospital). 
8.13 Item Nine: Relationship with allied health 
The main theme to emerge through analysis of the interview data about the working 
relationship with allied health in the psychiatric triage role was that psychiatric triage nurses 
generally have very little involvement with allied health, which raises questions about to what 
level triage can really be considered a multi-disciplinary practice in Victoria. The interview 
participants working within team settings on the whole viewed their contacts and relationships 
with allied staff as positive. Other interview participants raised questions about the adequacy 
of allied health in performing the triage role, due to the lack of medical/pharmacological 
knowledge/training in disciplines such as occupational therapy and social work. Several of the 
interview participants from rural mental health service also observed a lack of allied health 
availability in social/mental health services in their regional communities, adding to the 
burden of mental health triage. 
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8.13.1 T h e m e O n e : L a c k of allied health presence 
The following interview excerpts were selected by the researchers as being illustrative of 
the lack of presence or availability of allied health workers to psychiatric triage nurses: 
Excerpt A 
I don't have much to do with allied health in triage really. I used to when I was in CCT, but triage 
in E D is a bit like that. You are pretty much on your own; I don't really have much to do with the 
other disciplines like OT's and psychologists. 
(Interview 8, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
Excerpt B 
W e don't have any allied health really. W e have .4 of a psychologist. It's a real problem. W e have 
to access generic services through the general hospital, and they are already stressed. 
(Interview 1, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt C 
W e don't have much to do with allied health at all here; you just don't see them in triage. There is 
a social worker on C A T , but that's about it. You don't ever seem to encounter allied health doing 
after-hours triage, but some of them do a bit of duty work at the clinic. 
(Interview 4, employed in a designated triage position in metropolitan Melbourne, located at 
the inpatient psychiatric unit). 
Excerpt D 
Well, we don't have any allied health, haven't for ages, and we cant get anyone to come and work 
here. The ones we used to have gone private, so clients wanting to see them have to pay. 
(Interview 2, employed in a blended CAT/triage/CCT position in rural Victoria). 
8.13.2 T h e m e T w o : C a n allied health perform psychiatric triage? 
Of the interview participants that had experienced working with allied health in triage 
settings, several raised the question of whether allied health workers are adequately prepared 
for psychiatric triage practice, as the following interview excerpts illustrate: 
Excerpt A 
I sometimes wonder about the ability of social workers to perform triage, especially with 
the medication related stuff that we do, and our understanding of the hospital system is 
also quite different 
(Interview employed in a dedicated triage position, located in an inpatient psychiatric unit, 
metropolitan Melbourne). 
Excerpt B 
I've always got along pretty well with the allied staff, I'm used to working in the multi-
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disciplinary team, and don't have any problems. M y only other comment about them is that I 
think they should have to do some medical training to work in triage, because a lot of the queries 
are medically related, you know, about medications, side effects, illness, and the allied are really 
out of their depth with that sort of stuff. Having said that, I have worked with some brilliant allied 
staff who took the time themselves to learn a bit about medications. 
(Interview 5, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne). 
Excerpt C 
Well, I would suggest that after a while in triage, they get better, but you don't get many allied 
staff working in triage. Personally, I don't think they should be doing after-hours triage 
because of their lack of medical knowledge; quite a few of the calls w e get in triage are about 
medication side effects and dosages, sleep problems, that kind of thing. I find that they actually 
seek a lot of advice from the nurses, because our skills and knowledge are different to theirs, 
especially about physiological things and medication; w e are often called on to administer 
medication for them too. I 'tip m y hat to them' in what they are prepared to accept as baseline 
knowledge to be working in triage, I sort of advise them that they should ask for more support 
and training, especially the junior ones. 
(Interview 7, employed in a dedicated triage position, full-time night-duty, located in an 
inpatient psychiatric unit, in metropolitan Melbourne). 
8.14 Item Ten: Relationship with nursing colleagues 
Psychiatric triage nurses generally viewed their relationships with nursing colleagues as 
very positive. A theme that emerged through the analysis of interview data for this item was 
that fellow nurses were able to offer the participants support and understanding in triage 
practice. Another noteworthy aspect of the data for this item was that m a n y psychiatric triage 
nurses have also been successful in forging relationships with generalist nurses through their 
intersecting practice worlds of psychiatric triage and the emergency department. 
8.14.1 T h e m e O n e : Support and understanding 
It was clearly evident across the interview data for Item Ten that psychiatric triage nurses 
enjoy positive, supportive relationships with nursing colleagues in the triage role, as the 
following interview excerpts illustrate: 
Excerpt A 
Well, w e have to work together so the relationship is pretty good. A s I said w e are all nurses here, 
and at the general hospital too. W e get to know each other really well too, which helps the 
relationship. 
(Interview 2, employed in a blended CAT/triage/CCT position in rural Victoria). 
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Excerpt B 
The relationship with nursing colleagues is really good, overall they are supportive to triage; they 
understand what we're going through. 
(Interview 16, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
Excerpt C 
I really rely on m y nursing colleagues for support in triage. When I need someone to talk 
something over with, or debrief a bit, I go to them. By the same token, I'm always available to the 
nurses on the ward if they need me, so we support each other in that way too. Because I spend a 
lot of time alone working in triage, I make the effort to catch up with them during the shift, 
otherwise I wouldn't see anyone all shift. 
(Interview 20, dedicated triage position, located in the inpatient unit of a psychiatric unit, 
metropolitan Melbourne). 
8.14.2 T h e m e T w o : Forging relationships 
Another theme to emerge through the analysis of interview data for Item Ten of the 
interview schedule was that m a n y psychiatric triage nurses are developing good working 
relationships with generalist nurses through their increasing liaison in triage practice. 
Psychiatric triage nurses located in the emergency department, and psychiatric triage nurses 
who were located in the inpatient psychiatric unit but conducted triage assessments and 
consultation with the emergency department, noted that the increased contact with generalist 
nurses in triage practice had fostered a greater level of communication, collaboration, and 
support between psychiatric and generalist nurses. The following interview excerpts were 
selected by the researcher as being representative of the theme of forging relationships with 
generalist nurses: 
Excerpt A 
I find the nurses form the general hospital have an interest in what you are doing; they'll often 
come back and find out what happened, what was wrong. Its not that they have an interest in 
mental illness as such, but they want to know what happened with Joe Bloggs. At the clinic, the 
nurses there are interested in what's happening too, so yes, nurses are supportive on the whole. 
(Interview 8, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
Excerpt B 
I find other nurses to be pretty supportive on the whole, although I still have a few problems with 
some of the E D nurses from time to time. Mainly because of lack of communication, half of them 
don't really understand m y role. But some of them are great. Some have taken the time to find out 
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a bit about psych and are interested, some are just glad that there is someone else there to deal 
with the psych cases. It has taken a while for m e to build a good relationship with m y general 
nurse colleagues, but over time this has improved. They are starting to ask more questions and 
gain a better understanding of what I do. I'm also learning more about them. Initially they seemed 
to be resentful that triage was taking up space in the ED. N o w they appreciate the fact that I am 
there to help them as well. I try to educate them as much as I can about psych stuff, that helps a 
lot. As far as other psych nurses go, they are pretty supportive really, although they hate m e when 
I ring the ward with an admission for them! 
(Interview 21, employed in a designated triage position based in the emergency department of 
a metropolitan Melbourne hospital). 
Excerpt C 
The psych nurses are very supportive, but there are lots of misconceptions about our roles. I 
reckon a lot of that could be clarified just with a bit of education, like rotations through C A T or 
triage to help them understand what it is we do. M y working relationship with the nurses in E D is 
pretty good. I always make the effort to introduce myself to them and 'suss out' how things are. 
The nurses on the general side in E D have still got a way to go before they understand what type 
of referrals we take. I always provide feedback after an assessment, and include them wherever I 
can. I try to give them a bit of feedback, then they can learn more about psych presentations, its 
good for both of us. 
(Interview 15, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
8.15 Item Eleven: Relationship with consumers 
There were two main themes that emerged through analysis of the interview data for Item 
Eleven, the first being that psychiatric triage nurses believe that they are doing their best to 
provide a quality service for mental health consumers and their families, and the second 
theme identified was the difficulty in having to say 'no', or deny consumers services such as 
admission or C A T services when they do not meet the criteria for the aforementioned 
services. 
8.15.1 T h e m e O n e : Doing our best 
The most predominant theme to emerge through analysis of the interview data for Item 
Eleven was that psychiatric triage nurses have a high level of concern for the welfare of their 
clients, and are very conscientious in their management of client referrals to triage. The 
interview data for this item clearly reflected that psychiatric triage nurses are doing their best 
to provide consumers with a quality service, often in difficult circumstances with few 
resources. The following interview excerpts reflect the theme of doing our best: 
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Excerpt A 
I'd like to think m y relationship with consumers is very good. Living and working in the 
country means you develop close relationships with consumers, you have to, because it is 
you who is looking after them, there is no one else. W e really try to do our best for the 
client, that's the bottom line. 
(Interview 1, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt B 
The relationship with clients is close in this team, it has to be. In a way, the clients look at us as 
the good guys, w e are local and able to help them, but there are problems after hours when the 
triage is switched over to (a town 100 k m away), because its so far away, sometimes the client 
may be calling from 400 kms away, what help can the remote triage service be? Often the clients 
complain about the after hours triage, complain about the lack of access to services in their 
community. In the old days there was a big hospital here, clients could get help locally. So, there 
are some problems, but in terms of what w e do here, we work towards fostering good 
relationships with the clients. I think the attitude to clients is pretty good within our service, we 
actually work really hard at it, and I think we've built up quite a bit of trust in the community. 
(Interview 2, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt C 
I think we have an obligation to try and make the clients as comfortable as possible with the 
service. I think a lot of clients are comforted by the fact that there will be someone on the end of 
the phone. I'm not into that mentality, the negative mindset where clients' calls are a hassle, we 
are here to help them, not hinder them. I think it's hard for a lot of clients and families to deal 
with this system. They sort of get shoved around a bit from service to service. 
(Interview 8, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
8.15.2 T h e m e T w o : Y o u cant please everyone 
Another theme evident through analysis of the interview data on the topic of relationships 
with consumers was the difficulty psychiatric triage nurses often face when having to deny 
mental health services to a triage client. If the consumer does not meet the agencies guidelines 
for service, which is largely underpinned by the criteria that the client is currently in 
psychiatric crisis/and or suffering from a serious mental illness, they m a y be denied access to 
services such as admission or C A T team involvement, which can be a source of conflict in the 
relationship between triage nurses and consumers. The following interview excerpts were 
selected by the researcher as being illustrative of the theme you cant please everyone, which 
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is the phrase one interview participant used to describe this aspect of the psychiatric triage 
nurse's relations with consumers: 
Excerpt A 
Well that's the knack isn't it? H o w do you engage people that often don't want your treatment, 
and have no insight? It's about gaining peoples trust, and mapping out the best course of 
treatment for that person, and that's where the years of experience come in. Sometimes it's about 
the approach you take with people, taking a more flexible approach is sometimes the best way of 
helping people to accept treatment. Another problem is handling it when someone is requesting 
services and it has to be denied. M y tactic is to not just say no, I try to put something in place 
because usually they do need some form of service, so that's where referral comes in, but that's 
hard if you haven't got the community resources to work with. A lot of people just don't fit the 
criteria of the seriously mentally ill, but still need help. The problem is you just can't please 
everyone. 
(Interview 5, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne). 
Excerpt B 
Well that varies. Some people are not happy with m e because I want them to go home again. 
Some people don't want to talk about what's happening for them; but I generally think people go 
away happy with the service they've received. At least if they are not happy, they think they have 
been heard. I'm always really upfront about what I can do for people too. If they don't fit the 
criteria, there's not really much w e can do, except refer them on if it's appropriate, or have a quick 
chat. But it's very hard to turn someone away that probably could use a couple of days admission, 
but there's no beds anyway, and they're not at risk of harming themselves and others, or they're 
not really right for C A T . 
(Interview 8, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
Excerpt C 
Generally m y relationship with clients is good, but sometimes they get angry when I can't give 
them what they want, like a bed. Sometimes they need a bed, but there just aren't any. So that can 
be pretty hard for them and m e really. Sometimes the family can be more difficult than the client. 
Often it is them not being able to cope with the client at home, I feel sorry for them, but there's 
often nothing I can do. 
(Interview 10, employed in a CAT/triage position, located in a community mental health 
clinic, metropolitan Melbourne). 
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8.16 Item Twelve: Relationship with police and ambulance 
Analysis of the interview data for Item Twelve strongly suggested that the working 
relationship between psychiatric triage nurses and police and ambulance services/staff is very 
good. Rural psychiatric triage nurses in particular conveyed a real sense of collaboration, 
appreciation, and respect when discussing relationships with police in their rural 
communities. The majority of participants from both rural and metropolitan triage services 
believed that the police role is integral to effective triage functioning Several interview 
subjects observed that relations with police had improved as a result of greater 
education/liaison initiatives that have been arranged in some regional sectors. Although the 
overall view towards police relations was very positive across the sample, a number of 
subjects made comments about police 'dropping clients off at the emergency department 
without any referral/contact information, which was seen to have a negative impact on 
psychiatric triage and the emergency department. 
All of the 21 interview participants gave brief but positive descriptions of their 
relationship with ambulance staff, m a n y commenting that they did not have much to do with 
them other than for transportation of clients. Several interview participants described 
problems with the call-centre operators servicing the ambulance service in relation to poor 
communication and delays in transportation. 
8.16.1 T h e m e One: Police, w e couldn't do the job without them 
The researcher selected the following interview excerpts as representative of the positive 
and vital relationships between police and psychiatric triage nurses: 
Excerpt A 
The thing about the police is that we couldn't do the job without them; they are totally necessary 
to triage and C A T functioning. Sometimes I have to use them to do safety checks in the 
community for me, you know, check on someone who says they have barricaded themselves in 
and taken an O D . Or to attend psychiatric crises in the community. They are usually really good. 
W e both need each other. They will often call us for information, and vice-versa, although 
officially. I'm not sure what the stance on that. 
(Interview 13, employed in a dedicated triage position, based in an inpatient psychiatric unit 
in rural Victoria). 
Excerpt B 
The relationship with police is also very good, excellent I'd say. Not a day goes by that we 
wouldn't have contact with them. W e help each other out. They often ring here looking for info, 
we help them out. In a service like this you are really reliant on them. W e have a close 
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relationship, often w e will plan our strategy at the local coppers house over lunch. That's what its 
like up here. Small town, we all know each other. W e have to work together. 
(Interview 1, employed in a blended CAT/triage/CCT position in rural Victoria) 
Excerpt C 
We've got a close working relationship with the police, often it can be just you and one 
police officer, so we are close.. .often they are just operating a one man service, we plan 
things together, often over a cuppa. 
(Interview 2, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt D 
On the whole the police are excellent. I have built up a good relationship with them over 
time, it's only the odd individual you have problems. W e are pretty big on police liaison 
in our area, and that is helping. 
(Interview 16, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
8.16.2 T h e m e T w o : D u m p i n g clients in the emergency department 
The only negative attitudes expressed about the relationship between psychiatric triage 
nurses and police was in relationship to police dumping clients in the emergency department 
without any communication or explanation. The following interview excerpts clearly illustrate 
this theme: 
Excerpt A 
Well, I'm not happy with the relationship with police; they often bring people in and just leave 
them there, even if they aren't section 10. By the time I've answered m y page and got round there 
the police have gone. By that stage I've already allocated them an M O because I assumed they 
were section 10, only to find out they weren't on section. Also, I get asked all the time to go out 
to the 'divi van' [police divisional vehicle] and check someone out. Well I'm not super-nurse, I 
can't tell just by looking at someone if they are O K . Plus, another important thing is that police 
aren't using their forensic medical officer enough, they just bring them all to A & E now to be seen 
by triage. When we refuse to see them they get upset, they don't understand that we can be called 
to give evidence. Sometimes you get halfway through the assessment before you realize the full 
story, but then its too late. It's a communication problem really, and unclear roles. 
(Interview 8, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
Excerpt B 
Most of the time the police are good, I mean, their job is even worse than ours, and dealing with 
psych patients is not easy. But so many times you get the case where they just drop patients off at 
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the door of ED, no phone call, no information, that is so frustrating. W e have had meetings with 
them about protocol, but in the end it depends who's on duty as to how things get done. 
(Interview 21, employed in a designated triage position based in the Emergency Department 
of a metropolitan Melbourne hospital). 
Excerpt C 
The relationship with police varies quite a bit; sometimes it can be a little tenuous, sometimes it's 
good. An ongoing problem has been that some of them just drop off the clients without any 
communication, and we have to go see them in E D without any kind of history. They never ring 
us, doesn't matter how many times they are told about it, they just drop them off. 
(Interview 13, employed in a dedicated triage position, based in an inpatient psychiatric unit 
in rural Victoria). 
8.16.3 Theme Three: Ambulance, doing a great job 
The researcher selected the following interview excerpts as clear reflections of the 
positive sentiments expressed by interview participants about relations with ambulance 
services: 
Excerpt A 
The ambulance service is great, doing a great job; they are very knowledgeable and 
caring, and their notes are good. They have even been spending some of their training 
placements with us, so it's really been great for them and us. 
(Interview 18, employed in a dedicated triage position, located in the inpatient psychiatric 
unit, metropolitan Melbourne). 
Excerpt B 
The ambos are good, their documentation is really good, and that's important. 
(Interview 12, (employed in a rural Victorian adolescent mental health service, blended C C T 
and weekly triage work). 
Excerpt C 
I can't fault the 'ambo's'; They do a brilliant job. W e know most of them, and they are 
very responsive to us when we need them. 
(Interview 2, employed in a blended CAT/triage/CCT position in rural Victoria). 
8.16.4 T h e m e Four: Poor communication with ambulance call centres 
The only negative observations made by the sample about the ambulance service were 
related specifically to the communication problems experienced with ambulance call centres. 
The following interview excerpts highlight this issue: 
Excerpt A 
Ambulance officers themselves are great to work with, very professional and so on, but 
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the 'triple O' [emergency service] service are hopeless. I have been trying to get urgent 
communications across to police and ambulance and it just never works out like that. The 
operators don't pass the information on properly. 
(Interview 18, employed in a dedicated triage position, located in the inpatient psychiatric 
unit, metropolitan Melbourne). 
Excerpt B 
Most of the time things are fine with the 'ambo's'. I will say though that there have been 
problems with communications, not so much to do with the 'ambo's' themselves as the 
call operators. They [ambulance] are mainly used for transportation of clients, and if they 
[operators] don't think it's urgent they just take their time I guess. 
(Interview 21, employed in a designated triage position based in the Emergency Department 
of a metropolitan Melbourne hospital). 
8.17 Item Thirteen: Relationship with general hospital staff 
There were mixed reactions to Item Thirteen across the sample. O n the whole, the 
relationship between psychiatric triage nurses and generalist staff appears to be in a state of 
flux. In some regional sectors, especially rural areas, psychiatric triage nurses have 
established good working relationships with generalist staff, whilst in other regions 
relationships with generalist staff are difficult. Several interview participants noted that 
following education programs with generalist staff about mental illness and the role of 
psychiatric triage, relations improved considerably. 
8.17.1 T h e m e O n e : Things are improving 
A recurring theme throughout the interview data for this item was that the idea that the 
relationship between psychiatric triage nurses and generalist staff was improving, and that it 
can be improved further. The following interview excerpts explore some of the positive 
dimensions of the relationship between psychiatric triage nurses and generalist staff: 
Excerpt A 
That fluctuates depending on the individual. It can be trying at times, but things are improving. I 
think there still needs to be quite a lot of work done regarding mental health education with the 
general staff. 
(Interview 7, employed in a dedicated triage position, located in an inpatient psychiatric unit, 
in metropolitan Melbourne). 
Excerpt B 
We've got a really small country hospital, its not a base hospital so there's no medical 
staff on duty, only nurses. It doesn't really have an A & E department, so any psych case 
is referred straight to us. They contact us before they contact the GP. I think they really 
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appreciate us being here actually. 
(Interview 1, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt C 
It was pretty bad when w e started triage here, but we've had a few education sessions 
with the general staff in A & E recently and that has really improved the relationships. 
(Interview 11, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
8.17.2 T h e m e T w o : Difficult 
The following interview excerpts highlight the difficult aspects of the relationships 
between psychiatric triage nurses and generalist staff, such as the misperception of the triage 
role and the negative view of some generalist staff towards psychiatric clients: 
Excerpt A 
Difficult. Again it's competing resources and needs. I don't think I'm exaggerating when I say 
that the general perception of A & E nurses towards psych patients is pretty negative, they consider 
them time wasters, not entirely empathic. So any time I need to access the services of A & E , 
usually to have someone medically assessed after an O.D, that takes some diplomacy on m y 
behalf, some work before hand. They basically think these clients are 'time wasters'. It's difficult 
sometimes. 
(Interview 3, employed in a metropolitan Melbourne C C T / community mental health clinic). 
Excerpt B 
W e have a unique situation here where our admitting hospital doesn't have an A & E . It's a 
complicated mix for the triage nurses here cause we can't just say [to clients] 'go to A&E', 
because A & E is 'out of area'. So when we are trying to send someone to an A & E , this is where 
triage liaison falls down. W e have a relationship with them over the phone, but we don't have a 
very good relationship with them at this point. So from servicing the network point of view it's 
problematic, and personally, in the triage role there's a lot of instances where there are problems. 
(Interview 5, employed in a rural Victorian adolescent mental health service, blended C C T 
and weekly triage work). 
Excerpt C 
Its pretty difficult with them a lot of the time because they have a lot of misperceptions about 
what we do. They send us all sorts of things, totally inappropriate; and they expect us to fix 
everything. Sometimes they give m e the impression that psych patients are low on their list of 
priorities. I think that it will getter better over time, as w e all get used to it. There have been some 
improvements already just through us having more of a presence in the emergency department 
and getting to know a few staff there; but its still got a long way to go. 
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(Interview 16, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
8.18 Item Fourteen: Theoretical basis of psychiatric triage practice 
Item Fourteen provoked a considerable variety of responses from the interview 
participants. Only half of the sample was able to answer this question, and the other half 
commonly answered that they were unaware of any specific theory for triage practice. S o m e 
of the interview participants were able to identify theoretical models or theories relevant to 
psychiatric triage nursing practice, but most stated that their triage practice was based on 
practice experience rather than theory. The most obvious theme to emerge from analysis of 
the interview data for this item was that m a n y psychiatric triage nurses are not guided by any 
theoretical knowledge in their triage practice. W h e n discussing theoretical guidelines for 
practice, several participants raised the issue that a standardised state-wide mental health 
triage assessment tool should be developed and implemented across Victoria to improve the 
consistency and quality of triage practice. N o n e of the interview participants stated that they 
used the N M H T in practice, and in fact, only two participants were aware of the tool. 
8.18.1 T h e m e One: N o specific theory 
The following interview excerpts reflect the lack of a consistent and specific theoretical 
basis to guide and inform psychiatric triage nursing practice: 
Excerpt A 
Probably no specific theory; I work in emergency so that influences m y triage practice. 
W e do triage a bit like general triage, but there's just so much more to psych triage., .we 
haven't ever been presented with a theory as such, we've just done it I suppose, the best 
we can. W e really need some sort of standardised triage assessment format that all triage services 
across the state could use. 
(Interview 16, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
Excerpt B 
You can't say that we really work on a specific model or theory; I suppose we use a few 
different ones but I couldn't single one out. The main thing is experience in this job, but there's no 
doubt that side of things, you know, the theories should be developed, because that would at least 
give nurses some guidelines to work with that could make triage more consistent than it is. 
(Interview 13, employed in a dedicated triage position, based in an inpatient psychiatric unit 
in rural Victoria). 
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Excerpt C 
I think all the models have been thrown out the window.. .but I suppose we are primarily 
operating on the medical model and the crisis model, and problem solving holistic 
models. 
(Interview 12, employed in a rural Victorian adolescent mental health service). 
Excerpt D 
Urn, model, well, there is the crisis model, and just the understanding of the word 'triage', 
but that's sort of it really. W e really need something on paper about triage though. 
(Interview 11, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
Excerpt E 
Look, you can have all the models you like, but basically it's a personal thing in the end, 
how you work. There is always going to be a lot of individuality about the way people 
work, you know, what one person sees as a problem may not be seen in the same way by 
another person. 
(Interview 10, employed in a CAT/triage position, located in a community mental health 
clinic, metropolitan Melbourne). 
8.19 Item Fifteen: Preparation for the triage role 
Each of the 21 interview participants responded that they had received no formal training, 
education, orientation or other specific preparation for the triage role. A clear theme of feeling 
thrown into the deep end was characteristic of interview data for Item Fifteen. The majority of 
interview participants also identified previous experience in mental health nursing as their 
main form of preparation for the psychiatric triage role. T w o participants also noted that 
university education had in no way prepared them for psychiatric triage practice. 
8.19.1 T h e m e O n e : T h r o w n into the deep end 
The researcher selected the following interview excerpts as representative of the theme of 
being 'thrown in at the deep end', or given little assistance to prepare for the role: 
Excerpt A 
I didn't receive formal training in triage. It was on the job training, based on the experience I 
gained with regards to M S E , crisis assessment and time management from m y experience on the 
ward. But there's a big step between that and triage work, and there is no formal training you can 
do, so I guess we were thrown into the deep end in that regard. So it was difficult. Its different if 
you get supervision, supervision is training in a sense. I didn't really get any supervision with 
intake, but we do have a doctor available to consult with, but that isn't really that accessable 
because they are busy too. 
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(interview 3, employed in a metropolitan Melbourne C C T / community mental health clinic). 
Excerpt B 
Absolutely not. I received no training at all. I think from the services point of view it was 
really bad, you were 'swimming blind'. N o one could even tell you what sort of things 
were available to you and what you could do. Incredible. 
(Interview 4, employed in a designated triage position in metropolitan Melbourne, located at 
the inpatient psychiatric unit). 
Excerpt C 
No not at all. N o education, nothing. So I was really unprepared. M y university degree in 
no way prepared m e for C A T or triage work. 
(Interview 17, employed in a dedicated triage position, located in the inpatient psychiatric 
unit, in rural Victoria). 
Excerpt D 
Not where I work there wasn't, it was basically, you were employed based on your 
experience, but you just had to sink or swim, that was the bottom line really. 
(Interview 6, employed in a dedicated triage position, located in an inpatient psychiatric unit 
in rural Victoria). 
8.19.2 T h e m e T w o : Experience 
The interview participants unanimously viewed their previous clinical experience in 
psychiatric nursing as being important preparation for psychiatric triage nursing practice, as 
the following interview excerpts illustrate: 
Excerpt A 
From a formal point of view, there was absolutely no education or training for triage. 
Personally though, m y previous experience really stood m e in good stead, and the 
education I have sought out myself. 
(Interview 7, employed in a dedicated triage position, located in an inpatient psychiatric unit, 
metropolitan Melbourne). 
Excerpt B 
In terms of education no, not at all. The university education I got gave m e no preparation 
whatsoever for the role. But in terms of 'on the job' training I was, because I worked with 
a very skilled C A T team to start off with and I learned a lot from them, they were very 
supportive and helpful to me. 
(Interview 11, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
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Excerpt C 
No, I received no specific education or training for the role, it was more at the interview, are you 
competent enough to perform the role. Well, we are prepared in the sense of having experience of 
mental illness, but I'm sure there are others like m e who haven't had dual disability training, or 
worked in forensics, and all of those things would be useful in this job. And also adolescent and 
aged presentations, w e are expected to be able to deal with all people in all situations in the 
emergency department. In some ways it's a real learn as you go position. 
(Interview 15, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
8.20 Item Sixteen: The psychiatric triage model 
Item Sixteen of the interview schedule asked participants whether they have any opinion 
on the psychiatric triage model. The majority of participants viewed the triage model as a 
useful and effective service delivery model, particularly in terms of the management of 
resources, however they were also very critical of the way psychiatric triage is presently 
structured in terms of resources, support and development. 
8.20.1 T h e m e One: It works 
The researcher selected the following interview excerpts as illustrative of the pervasive 
theme evident through analysis of the interview data for this item; that the triage model or 
system works: 
Excerpt A 
I think it's a workable model definitely, its working now, but its still got a way to go. 
(Interview 6, employed in a dedicated triage position, located in an inpatient psychiatric unit 
in rural Victoria). 
Excerpt B 
The model certainly works; I mean, in practice it is a useful way of screening the 
appropriateness of clients for service as such. I actually think it is a really good learning 
tool. It could be useful as a learning model in lots of ways. 
(Interview 8, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
Excerpt C 
The triage model works well, we can screen things and streamline services a bit, it's a 
pretty good system all in all. 
(Interview 10, employed in a CAT/triage position, located in a community mental health 
clinic, metropolitan Melbourne). 
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Excerpt D 
I think its pretty good actually. You really do need triage to sort out whether there is a psych 
crisis or not, so it prevents over-servicing and that type of thing. A lot of situations that are called 
psychiatric crises are not really 'psychiatric', you know, they could be domestic violence, drug 
and alcohol, so triage really acts as a filter for non-psychiatric cases. 
(Interview 11, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
8.20.2 T h e m e T w o : It's a big ask for one person 
Although the interview participants viewed psychiatric triage as being a workable, useful 
service delivery model, a c o m m o n theme to emerge from analysis of the interview data for 
this item was that the current organisation of triage services in Victoria relies too heavily on 
the sole-practitioner, which w a s seen as 'risky', and too m u c h of a burden for one person in 
many cases. The following interview excerpts reflect the theme of the burden of responsibility 
in the present arrangement of the psychiatric triage model: 
Excerpt A 
Well the triage model certainly does what is it is supposed to do in terms of gate-keeping, that 
seems to be working. But whether that is the best model I don't know. I think that there is huge 
risk involved with having a solo practitioner making sole clinical decisions, and that's the way it 
is a lot of the time in triage. I mean, one person making decisions for the whole regional sector is 
a pretty huge responsibility. Throw in the difficult nature of the work and it's a really a big ask 
for one person. The single point of entry system is a good idea in itself, but it needs to be 
reviewed in terms of w h o is doing what. 
(Interview 21, employed in a designated triage position based in the Emergency Department 
of a metropolitan Melbourne hospital). 
Excerpt B 
Look, there's dangers in making mistakes and being the 'fall guy' for a system problem, the 
model itself, they really need to have a look at it. There needs to be a hierarchy system for triage. 
The responsibility for triage needs to be spread across the board. The crisis teams and M S T teams 
should be involved in the triage process as well. It's too easy a 'cop out' for them to point the 
finger at the clinic and the triage nurses and say it's their fault. The clinic can't be responsible for 
all triage. I think all first presentations should be referred to and seen by triage at A & E, and all 
registered clients should be referred to the clinic triage, except after hours. It can't just be every 
phone call, w e can't be everything; there needs to be some kind of filtering. Plus there needs to be 
more resources allocated to triage, and w e should be able to have input into the service 
(Interview 5, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne). 
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Excerpt C 
M y concern with the triage model; firstly there's no formal training. Secondly, there's a definite 
lack of support. For example; if you look at the triage stats compared to the C A T stats (statistics 
kept on triage regarding the type, number and outcome of contacts) would far outweigh anything 
taken by the C A T team; and you've got one individual in triage, versus a whole C A T team, so 
there is inequity there, which is about support. 
(Interview 7, employed in a dedicated triage position, full-time night-duty, located in an 
inpatient psychiatric unit, in metropolitan Melbourne). 
Excerpt D 
I think the triage model is very useful, especially for protecting the resources. Protecting the 
doctors, the beds, the resources. I'm sure w e are seen as very useful. N o w w e nurses are doing all 
that, we are very valuable to them in that regard. It stops them getting dragged out of bed, you 
know, the nurse can handle it now. There have been comments about how nurses are replacing 
doctors on the frontline, by doctors and nurses. 
(Interview 18, employed in a dedicated triage position, located in the inpatient psychiatric 
unit, metropolitan Melbourne). 
8.21 Item Seventeen: Gate-keeping 
Item Seventeen of the Interview Schedule asked participants their understanding of term 
gate-keeping as it applies to psychiatric triage practice was. This item drew a mixed response 
from the interview participants, with some variation across the interviews in the interpretation 
of the term. The most predominant theme to emerge through analysis of the interview data for 
this item was that gate-keeping is associated with monitoring entry and access to mental 
health services. 
8.21.1 T h e m e O n e : A n access point to the service 
The following interview excerpts illustrate the theme of gate-keeping as an access point 
for mental health services. The excerpts also highlight the emphasis on resource management 
inherent in gate-keeping. 
Excerpt A 
I think gate-keeping is an access point to the service. It used to mean gate-keeping for the access 
to beds, but I don't think it means that anymore I think it means gate-keeping to access the 
different levels [of service] in mental health now. In the old days it was kind of guarding the 
beds, but that's kind of been taken away from triage a bit now by C A T . So there's a lot of liaison 
work that has to go on, because although w e are part of the system, we still have to try and sell 
the referral. Its hard, that's why there's so much background work all the time. So it's a gate 
keeping of the services more than anything. 
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(Interview 5, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne). 
Excerpt B 
W e see our gate-keeping role as being 'hello what can we do for you' as opposed to 'what the hell 
are you doing here', trying to keep people out. But having said that, after 5 p m the big hospital at 
(a town 100 kms away) does the triage. Unfortunately they don't have the same attitude as we do, 
are often obstructive with psych clients, and this can cause problems for us that w e often have to 
sort out the next day. I guess gate-keeping is a kind of filtering system for the services and beds, 
but you need to be careful that that isn't used as an excuse to turn people who need help away. 
(Interview 1, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt C 
The word gate-keeping is not a word I really like to use. Because I sort of have a more open and 
receptive response to the people who were consuming the service; that's just how I am. Gate 
keeping sort of implies that you have too keep people out, but there are plenty of people out there 
who legitimately need the service. It's really a type of pressure, the gate-keeping thing, because 
you have to always keep in mind how limited the services resources are, but you are still a nurse 
who's supposed to be caring for the patient. 
(Interview 6, employed in a dedicated triage position, located in an inpatient psychiatric unit 
in rural Victoria. 
8.22 Item Eighteen: The Mainstreaming and Integration Policy 
Item Eighteen of the Interview Schedule asked participants whether they had any opinion 
on the Mainstreaming policy. A clear theme to emerge across all of the interview data was 
that the policy was well accepted at a philosophical or ideological level by psychiatric triage 
nurses, but m a n y were critical about its implementation. 
8.22.1 T h e m e O n e : It's good in theory 
The following interview extracts clearly demonstrate the dichotomy between the 
participants' view of Mainstreaming as good in theory, but not necessarily in practice: 
Excerpt A 
The policy is good in theory, I mean the philosophy of Mainstreaming, deinstitutionalisation, is a 
good idea in itself, but the way its been implemented has been pretty poor. I mean, the 
government closed all the psych hospitals, all those beds, and left us with virtually nothing to 
look after this huge population. Some people just need hospitalisation, and it's bloody hard to 
refuse families beds when you yourself believe the person would be better off in hospital. There 
just aren't the beds. Not just that, but also there is a lack of community resources, like I said, 
accommodation, social back up, all the support systems needed to keep these people in the 
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community are lacking in this area anyway. You have to wonder whether the policy was really 
about the clients, for their benefit, or whether it was about money. There's no doubt that big 
hospitals cost big money to run, but all the same, it's costing a lot to maintain some of these 
clients in the community too. All the C A T teams, mobile teams, community teams, and still they 
can't stem the tide. Every case-manager I know is totally overloaded with cases. I have heard of 
them having up to 45 cases on the books, and obviously no time to do much follow-up. So I don't 
know, I don't want to go back to the old system, but I reckon this one needs work. 
(interview 21, employed in a designated triage position based in the emergency department of 
a metropolitan Melbourne hospital. 
Excerpt B 
In m y experience Mainstreaming has really changed everything. I think managing mental illness 
in the community is the way to go, so I support the policy in that sense. But it's also made other 
differences too; like the focus on the family to fully take the burden of the mentally ill. In some 
ways that part of Mainstreaming is really hard for families and the community. The infrastructure 
just isn't there yet to support it. And families haven't really been given much help to adapt, it was 
just like, we're closing the hospitals, fend for yourselves now. You really see that in triage, 
because you're the one trying to offer help or support to the families who call mental health 
services. You hear all the stories, how hard it really is, how ill equipped they really are to deal 
with ongoing, chronic mental illness. And how little support they get in looking after their 
relatives. Also, people get discharged way too soon these days, and they just bounce back to 
triage. W e end up trying to manage them with the family via the phone. It's too hard sometimes. I 
don't think mental health offers much refuge anymore, none at all really. 
(Interview 18, employed in a dedicated triage position, located in the inpatient psychiatric 
unit, metropolitan Melbourne). 
Excerpt C 
Mainstreaming is a wonderful idea on paper, fantastic. And even though funding has been 
increased to mental health it is still not enough. It's been especially bad for the chronically 
mentally ill. They have been struggling to survive in the community; the way some of them are 
forced to live is terrible. They just need looking after; it's as simple as that. The system just locks 
them out now. Look, its great to have community mental health care, but there just isn't the 
resources to do it justice. 
(Interview 16, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
8.23 Item Nineteen: T h e positive aspects of psychiatric triage nursing 
A recurring theme across the interview data for Item Nineteen was the reward of helping 
people in crisis, and to m a k e a difference in difficult times in peoples lives. The other themes 
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to emerge from analysis of the interview data for Item Nineteen were the adrenaline rush, or 
excitement associated with triage work, the variety in practice, the challenges, and the high 
level of the autonomy and independence in the position. 
8.23.1 T h e m e O n e : Helping clients and families 
The most recurring theme across the interviews for this item was the positive gains 
associated with helping clients and families through difficult circumstances, and making a 
difference in a time of need. The researcher selected the following interview excerpts as 
representative of the theme helping clients and families: 
Excerpt A 
The most positive aspect of triage is being able to help the clients sort out a crisis, avoid 
hospitalisation, that's a good feeling. 
(Interview 21, employed in a designated triage position based in the Emergency Department 
of a metropolitan Melbourne hospital). 
Excerpt B 
It's definitely being able to help sort out a crisis. Even though the work is hard a lot of the time, 
it's such a great feeling when you've helped some family out, helped them get the right 
services. 
(Interview 2, employed in a blended CAT/triage/CCT position in rural Victoria). 
Excerpt C 
The most positive thing is achieving positive outcomes, that's always good because 
you've made a difference to someone's life. 
(Interview 13, employed in a dedicated triage position, based in an inpatient psychiatric unit 
in rural Victoria). 
Excerpt D 
Positive aspects; I guess you have the opportunity to make a difference in very important 
times in peoples lives. The opportunity to help put in some kind of framework, link them 
in; give them some direction. 
(Interview 7, employed in a dedicated triage position, full-time night-duty, located in an 
inpatient psychiatric unit, in metropolitan Melbourne). 
8.23.2 T h e m e T w o : Variety and stimulation 
The following interview excerpts illustrate the themes of variety and excitement in 
psychiatric triage nursing practice: 
Excerpt A 
Well there is certainly a lot of variety in the work, that's for sure. I guess I get a bit of a charge 
from the adrenaline of it all too. I'm a bit of an adrenaline junkie! I like the fact that I get to use 
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and improve m y clinical skills in triage. I'm learning stuff all the time. Triage can be like an 
intriguing jigsaw puzzle sometimes, lots of problem solving, which I like. I also like the 
autonomy, as much as I have complained that it is a lonely job, I still enjoy the autonomy. I have 
never had another position like it in this respect; it's a real challenge. I also like being able to 
help the clients sort out a crisis, avoid hospitalisation, that's a good feeling. 
(Interview 21, employed in a designated triage position based in the Emergency Department 
of a metropolitan Melbourne hospital). 
Excerpt B 
Positives? Well, you get to work with a wide variety of people, you never know what's 
coming up next, it's challenging, never dull and not routine, the level of job satisfaction is pretty 
good on the whole. 
(Interview 10, employed in a CAT/triage position, located in a community mental health 
clinic, metropolitan Melbourne). 
Excerpt C 
The positive side of triage is that it's such a challenge. You get a real 'buzz' when everything 
works out fine, and you actually made a difference. I also get a 'buzz' out of helping keep people 
out of hospital; its amazing how a chat before bed can sometimes be enough to stave off a 
presentation to the hospital; sometimes people just need that bit of reassurance to get past a tough 
spot. 
(Interview 16, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
8.23.3 T h e m e Three: A u t o n o m y and independence 
The researcher selected the following interview excerpts as representative of the theme of 
autonomy and independence in psychiatric triage nursing practice: 
Excerpt A 
I also really thrive on the autonomy in triage, even though it's scary sometimes, it's a real 
challenge and you're never bored. 
(Interview 9, employed in a dedicated triage position, located in an inpatient psychiatric unit, 
metropolitan Melbourne). 
Excerpt B 
Well, I actually really like the autonomy and independence in triage. It's the first clinical 
role I've had where I've had to function totally independently. It's a real challenge 
sometimes, but I like the challenge of it and trying to work the situation out. 
(Interview 7, employed in a dedicated triage position, full-time night-duty, located in an 
inpatient psychiatric unit, in metropolitan Melbourne). 
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8.24 Item Twenty: T h e negative aspects of psychiatric triage 
The most obvious theme to emerge from the interview data around the negative aspects 
of psychiatric triage nursing was firstly, that triage is an isolative position where the nurse 
commonly feels cut off from the rest of the service. The other negative aspects of psychiatric 
triage nursing identified by the interview participants were high levels of responsibility and 
stress, professional vulnerability, and lack of support and resources. 
8.24.1 T h e m e One: Isolation 
Themes of isolation in practice were c o m m o n across the majority of interviews. The 
researcher selected the following interview excerpts as typical of the experiences of isolation 
described by m a n y of the interview participants: 
Excerpt A 
Isolation. Triage is a lonely position; at the end of the day you're the person who is taking sole 
responsibility for significantly serious clinical decisions; we are talking about people whose lives 
are in danger. So you have these dilemmas all the time that you're dealing with, high stress 
situations, and you have to work through them alone. When you are a sole practitioner with no 
support, you are stuck. The thing is that you are one person; it's not an equitable staffing 
arrangement in triage. 
(Interview 7, employed in a dedicated triage position, located in an inpatient psychiatric unit, 
in metropolitan Melbourne). 
Excerpt B 
Triage is also quite isolating, you are on your own more often than not, geographically 
isolated as well from other services, and that can be hard at times. 
(Interview 3, employed in a metropolitan Melbourne CCT/community mental health clinic). 
Excerpt C 
I know I would feel a lot happier working in a team situation where you can bounce ideas off 
people, but triage here is not set up like that, but it should be. W h y should one person have to take 
all the responsibility? Plus you end up feeling isolated from the whole service because of the 
hours you work, and that you aren't involved in the meetings or anything anymore. The only 
people I see are C A T , but they're always rushing to somewhere. I try not to burden them any 
more than I have to. 
(Interview 9, employed in a dedicated triage position, located in an inpatient psychiatric unit, 
metropolitan Melbourne). 
8.24.2 T h e m e T w o : Responsibility and stress 
The majority of interview subjects identified the negative aspects of psychiatric triage 
nursing practice as being the high levels of responsibility and stress inherent in the role. The 
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researcher selected the following interview excerpts as representative of the theme 
responsibility and stress: 
Excerpt A 
Again, it's the responsibility and stress of the job. It's just so hard sometimes. You can spend a 
few hours in a row on the edge of your seat, there's just so much happening at once. The 
community is not like the ward, you can't control it, you just hope you've done the right thing and 
that everything's O K . The amount of nights I've driven home worrying about cases; I've even 
called back overnight to check that clients haven't bounced. 
(Interview 9, triage employed in a dedicated position, located in an inpatient psychiatric unit, 
metropolitan Melbourne). 
Excerpt B 
The negative aspects, well one of the worst things would be having dealt with someone but 
worrying about it, was it the right decision. The responsibility of it is hard. You know, you have to 
take risks, but sometimes you take risks and it sits on your back for the whole day. 
(Interview 6, employed in a dedicated triage position, located in an inpatient psychiatric unit 
in rural Victoria). 
8.24.3 T h e m e Three: Professional vulnerability 
Another important theme to emerge through analysis of the interview data for Item 
Twenty was the notion of professional vulnerability. Several participants commented that they 
had concerns about their legal position in relation to psychiatric triage nursing practice, and 
were unclear about where they stood in the case of making a wrong call. The following 
interview excerpts typify the discussion: 
Excerpt A 
Negatives. Well, I guess its that you're out there on your own, and if the 'shit hits the fan' one 
day you're not going to get much support. You're really vulnerable in this job. W e need much 
more support and training. A colleague and I were called up to the Magistrates Court recently 
about a client, and the magistrate just ripped right through us, saying 'what are you anyway? You 
are just nurses, how did you make the decision?' 
(Interview 17, employed in a dedicated triage position, located in the inpatient psychiatric 
unit, in rural Victoria). 
Excerpt B 
Also, it's the 'arse covering' you know; you have to write things in such a way, but you really 
just want to write the truth. The legal issues are a bit of a grey area, that's a problem, you just 
don't know where you stand a lot of the time. I don't think we are covered by any form of 
insurance. I mean, I am really unclear about where we stand if we make a wrong call, and its 
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something I do worry about. I think that needs to be clarified, where we stand 
(Interview 10, employed in a CAT/triage position, located in a community mental health 
clinic, metropolitan Melbourne). 
8.24.4 T h e m e Three: Lack of professional recognition 
Many of the interview participants reported feeling under-valued in terms of professional 
recognition of the level of responsibility and importance of the psychiatric triage role, as the 
following interview excerpts illustrate: 
Excerpt A 
The negatives for m e are the lack of professional recognition of our work, like 
underpaying us for a start. When you think about the big role triage plays in the system, 
you'd think there would be some kind of recognition of the specialist role. 
(Interview 9, employed in a dedicated triage position, located in an inpatient psychiatric unit, 
metropolitan Melbourne). 
Excerpt B 
I don't think we get paid enough for the responsibility we take on. I only get 3b, but some 
people I know get 4b, so go figure that? It's totally wrong. The level of responsibility is 
unrealistic for the pay we get, it really is. 
(Interview 10, employed in a CAT/triage position, located in a community mental health 
clinic, metropolitan Melbourne). 
Excerpt C 
What really irks m e is that w e are basically doing the same job as a medical officer, but 
we don't get acknowledged for that in terms of pay. If they want us to work at this level 
of responsibility we should be paid for it. 
(Interview 15, employed in a CAT/triage position, located in the emergency department of 
metropolitan Melbourne hospital). 
8.25 Item Twenty-one: Contributions from participants 
The majority of interview participants chose to contribute comments and suggestions to 
the study, which produced some very insightful and useful outcomes. There were six main 
themes that emerged through analysis of the interview data for Item twenty-one: 
• Team triage: triage should be practiced in a team setting 
• Professional recognition: Level of pay should be increased and standarised across the 
state 
• Education and training: Should be provided for on an ongoing basis for psychiatric 
triage nurses 
• Specialist area of practice: Psychiatric triage should be recognised as a specialist area 
of nursing practice 
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• Professional forum: A forum or professional group should be instigated to provide 
support and professional development for psychiatric triage nurses 
• Consistency: definitions and understanding of triage role need to be clarified 
8.25.1 T h e m e O n e : 'Team triage' 
The majority of the sample believed that psychiatric triage should be practiced within a 
team setting, rather than in its present arrangement, which relies heavily on the sole-
practitioner. The following interview excerpts were selected by the researcher as being 
representative of the theme of 'team triage': 
Excerpt A 
I definitely think triage should be done in teams, with two 'on' at a time. That would be 
safer in all ways, physically, as well as with the decisions you have to make. Also, that 
would make the workload more manageable. 
(Interview 4, employed in a designated triage position in metropolitan Melbourne, located at 
the inpatient psychiatric unit). 
Excerpt B 
I guess I would feel a lot more comfortable about triage if it could be done in pairs; just from the 
physical safety point of view as well as a bit of support to bounce ideas off. Because there's just 
nothing. There's just nothing around, you're on your own. Then there's the workload. It's so hard 
to do assessments and take calls. Everything just gets backlogged, so having the extra person 
would be great. 
(Interview 5, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne). 
Excerpt C 
Every other leg of the service works in teams, why not triage? I mean, look at CAT, 
MST, case management, they all work as teams. Yet here's us, doing all the point of 
entry assessment alone. It doesn't make logical sense. 
(Interview 9, employed in a dedicated triage position, located in an inpatient psychiatric unit, 
metropolitan Melbourne). 
Excerpt D 
I don't like the idea of having only one night triage nurse, there definitely should be two, it's 
extremely tough on your own. I mean, you can be assessing people all night, and the calls keep 
coming regardless, there's no one to fall back on, you're on your own, so you end up utterly 
exhausted, bled dry like no other job I've known. Its bloody unfair., .there's just you looking after 
a whole huge sector. Plus there's just no time to finish you're paperwork, and it has to be done, 
what do you do? You can't leave it. Look, one triage nurse is just not enough; it's as simple as 
that. 
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(Interview 10, employed in a CAT/triage position, located in a cormnunity mental health 
clinic, metropolitan Melbourne). 
8.25.2 T h e m e T w o : Professional recognition 
The majority of the sample expressed to view that psychiatric triage nurses are not given 
sufficient professional recognition for their work, especially in terms of remuneration for the 
position, which the majority believed is presently underpaid. The following interview 
excerpts were selected by the researcher as being representative of the theme of professional 
recognition: 
Excerpt A 
Psychiatric triage definitely should be a level five position; in triage you are a sole 
practitioner, an independent practitioner, and a clinical nurse consultant all rolled into 
one. 
(Interview 6, employed in a dedicated triage position, located in an inpatient psychiatric unit 
in rural Victoria). 
Excerpt B 
It should be paid at the very least as a 4B, no question. Considering the work, it must be 
properly paid. 
(Interview 7, employed in a dedicated triage position, full-time night-duty, located in an 
inpatient psychiatric unit, in metropolitan Melbourne). 
8.25.3 T h e m e Three: Education and training 
The majority of the sample believed that psychiatric triage nurses should be provided 
with education and training to support them in the triage role. The following interview 
excerpts were selected by the researcher as being representative of the theme of education and 
training: 
Excerpt A 
I'd like to see a bit of supervision and a bit of ongoing education too. A job description 
would be really good. There's nothing on paper at the end of the day. 
(Interview 17, employed in a dedicated triage position, located in the inpatient psychiatric 
unit, in rural Victoria). 
Excerpt B 
W e have had absolutely nothing in the way of education and training, or supervision, so 
I'd like to see some improvement in that area. I think triage should also be a component 
of nursing education. 
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(Interview 13, employed in a dedicated triage position, based in an inpatient psychiatric unit 
in rural Victoria). 
8.25.4 T h e m e Four: Specialist area of practice 
Several interview participants expressed the view that psychiatric triage nursing was a 
specialist area of practice, that should be acknowledged accordingly by further professional 
development, such as a specialised body of knowledge. The following interview excerpts 
were selected by the researcher as being representative of the theme of psychiatric triage 
nursing as a specialist area of practice: 
Excerpt A 
I think that if they are going to continue to use psychiatric nurses in the triage role, then there is 
going to have to be some kind of specialist role, a course, and a model for practice based on the 
independent practitioner model. Triage needs to be discussed at conference level, and clarified 
more. And also, the poor attitude consistently perpetuated by the Victorian Nurses Board in their 
attempts to undermine this profession, by refusing to acknowledge psychiatric nursing as a 
specialist area of practice; it really needs addressing. W e are having such difficulty even staffing 
areas, they need to change their attitude. 
(Interview 8, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne). 
Excerpt B 
The only thing Id like to add really is that there should be specialised training for triage 
nurses. Triage should be recognised as a specialist area of practice, because it definitely 
is. 
(Interview 7, employed in a dedicated triage position, located in an inpatient psychiatric unit, 
in metropolitan Melbourne). 
8.25.5 T h e m e Five: Professional forum 
More than half the sample suggested that psychiatric triage nurses should have the 
opportunity to come together as a group and discuss contemporary issues in practice, or 
'debrief and give each other some support. The following interview excerpts were selected 
by the researcher as being representative of the theme of developing a professional forum for 
psychiatric triage nurses: 
Excerpt A 
I think there needs to be some kind of triage forum, because even though we are supposed 
to be working in a team, w e haven't really got an outlet to discuss the issues of the 
job. 
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(Interview 5, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne). 
Excerpt B 
A professional group would also be a good idea, a group where triage nurses could get 
together and swap stories, give each other a bit of support. 
(Interview 21, employed in a designated triage position based in the emergency department of 
a metropolitan Melbourne hospital). 
Excerpt C 
Also there needs to be training and some way of networking, getting together with your 
colleagues and that sort of thing. You need to get the chance to share ideas and just talk to other 
triage nurses, cause you are working alone so often. It's quite isolating. 
(Interview 12, employed in a rural Victorian adolescent mental health service, blended C C T 
and weekly triage work). 
8.25.6 T h e m e Six: Consistency 
A number of interview participants complained about a lack of consistency in the w a y 
triage has been arranged across Victoria, and suggested that a more consistent approach is 
necessary to consolidate the role. The researcher selected the following interview excerpts as 
representative of the theme of consistency: 
Excerpt A 
The thing about triage in this area is that it is different in each agency in this area. W e are 
supposed to have some sort of generic plan, but it just doesn't work out like that. W e are expected 
to fill all of the service gaps, and you just can't. A uniform plan would make a big difference, but 
that seems a way off. At the moment there just aren't many other community services available. 
That's what its like rurally. And anything that's been put in the 'too hard basket' anywhere else 
seems to just get handed on to us. Because we work in a rural community with minimal resources 
we have to provide service, theres no running away from it or referring on like you can do in the 
metropolitan areas. 
(Interview 14, employed in a CAT/triage position, located a community mental health clinic 
located on the hospital grounds in rural Victoria). 
Excerpt B 
The only thing is the inconsistency. I think if people own the position there is more 
consistency and commitment to the role. W e need to develop a consistent role 
description. 
(Interview 1, employed in a blended CAT/triage/CCT position in rural Victoria). 
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Excerpt C 
Triage can be really effective, but it needs to be a dedicated position, there needs to be a 
sense of ownership of the job, with the right people. Only senior clinicians should be 
doing the job. That and more consistency across the sectors in guidelines for triage. 
(Interview 5, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne). 
8.26 Second level analysis: Covert themes 
The discussion in the preceding sections of the chapter presented the findings of thematic 
analysis of each item of the interview schedule. The discussion in the following sections 
presents the findings from the second level of data analysis, in which the researcher subjected 
the overall interview findings to a more critically focused examination. 
The second level of analysis was achieved through a process of critical reflection on the 
interview data as a whole, as opposed to individual items. The process of critical reflection on 
the subject commenced with the transcription and thematic analysis of the interviews. 
immersion in the topic was conducive to developing a deep level of familiarity with the data, 
from which to begin the process of critical reflection. 
The researchers approach to reflecting on the data in the second stage of analysis was 
guided by the critical viewpoints and principles espoused in critical social theory, such as 
seeking to better understand power structures that m a y perpetuate social injustice and inequity 
in psychiatric triage practice, and to examine the subject in a light that is revelatory and 
potentially emancipatory (Comstock, 1982). The intention of the second level of analysis was 
to expose hidden agendas and other social injustices and constraints that m a y be present in the 
practice world of psychiatric triage nurses, but m a y not be obvious on a superficial level. 
8.27 Theme One: Psychiatric triage nursing: A shift in the balance of power? 
One of the most outstanding themes to emerge through analysis of the interview data was 
the extremely high level of responsibility inherent in the psychiatric triage role. M a n y 
interview subjects observed that they n o w perform roles and functions that were previously 
performed by doctors, such as assessment, diagnosis, and decision to admit. In terms of the 
traditional areas of responsibility, nurses certainly appear to have been vested with 
significantly more power than ever before, as there is no denying that such high level 
decisions such as whether to deploy the C A T team or police, or whether to admit/certify a 
client intrinsically imply power. The concept of power is difficult to define, but commonly, 
• •."organisational power includes control over resources, rewards and punishments, 
information, the work environment and work procedures" (Ragins & Sundstrom, 1989). At a 
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superficial level, this newly found power could be viewed as an acknowledgement of the 
clinical expertise of mental health nurses, recognition of the skills and proficiency of this 
group of health care workers to manage high-level decision-making and responsibility. 
However, it was also clear across the interview data that psychiatric triage nurses have had no 
benefits in terms of professional recognition e.g. remuneration and professional development 
normally associated with increasing ones position of power. 
It would seem that despite having been given much more responsibility in the overall 
provision of mental health care, psychiatric triage nurses have not been empowered by their 
position, and in fact, m a y have been disadvantaged by being isolated, overworked, under-
resourced, and unsupported in their new roles. In reality it appears that there has not so much 
been a shift of power, but a shift of responsibility that has developed concurrently with the 
advent of psychiatric triage services. At the same time, the encroachment of the psychiatric 
triage nursing role on traditional areas of medical dominance is undeniable. The truth m a y 
well he somewhere in the middle; that psychiatric triage nursing has challenged/is challenging 
traditional areas of medical dominance, but in terms of real power and recognition, remains 
undervalued. 
8.28 Theme T w o : Caring versus economics 
Another strong underlying theme to surface through critical reflection on the interview 
data as a whole was the tension psychiatric triage nurses experience between the emphasis on 
the management of resources in the triage role, and the need to provide client centred mental 
health care for example; several interview participants discussed being torn between knowing 
a client could benefit from inpatient treatment, and not having available resources. The accent 
on resources and economics underpinning psychiatric triage practice in many ways forces 
nurses to make judgements about courses of action in client care that are heavily constrained 
by the availability of appropriate resources. Thus, economic concerns appear to be having an 
impact on the choices and decisions nurses are making related to client care, and in this way 
the economic dimensions of psychiatric triage would seem to challenge the traditional culture 
of caring in mental health nursing. Are psychiatric triage nurses being expected to 
compromise the integrity of their practice by being placed in the position of having to make 
value judgements about w h o is most deserving of mental health resources? 
Questions must also be raised about the extent to which economic factors have been the 
primary motives for the present arrangement of mental health service delivery, in which 
nurses provide the majority of 24-hour point of entry mental health assessment, with very 
little medical or allied health support. Clearly, it is a lot less expensive to employ 24-hour 
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nursing coverage than 24-hour medical coverage, and even cheaper still if one nurse rather 
than several staffs triage shifts. From the critical perspective, psychiatric triage could be seen 
as a prime example of economic rationalist reductionism, in that the mental health care needs 
of large regional populations are syphoned through a single point of entry filtering system, 
which makes decisions about mental health care provision not based entirely on a needs basis, 
but often influenced by economic agendas. In terms of filtering appropriate referrals and 
reducing the economic burden on the service, the psychiatric triage model appears to work, 
however is it a fair and just system that places such a large portion of the acute psychiatric 
burden of care on nurses? Are psychiatric nurses being exploited as an inexpensive solution to 
man the frontline? 
8.29 Theme Three: Reductionism 
A recurring theme across the interview data was a lack of resources and support to 
psychiatric triage at all levels. The lack of medical support, allied health support, acute beds, 
triage staff, as well as resources such as education, training, and supervision described by the 
interview subjects suggests that psychiatric triage nurses are currently operating under the 
burden of trying to create a quality service with very little institutional assistance or support. 
From the critical point of view, the lack of institutional support in terms of tangible resources 
can once again be cynically interpreted as reductionist, underpinned by economic rationalist 
perspectives that aim for the least amount of financial output for the most amount of 
economic gain (Adams, 1999; Coleman & Hagger, 2000). 
The lack of adequate resource provision to psychiatric triage, a fundamental component 
of the Victorian mental health service, could also be critically interpreted as a lack of 
ideological commitment on the part of the government to providing the necessary resources to 
create an equitable mental health system for consumers. A poorly resourced system also 
places an unfair burden on psychiatric triage nurses, who depend on the availability and 
accessibility resources to provide adequate services for mental health consumers. 
8.30 Theme Four: Social isolation 
Another theme that continued to resurface across the interviews was the social isolation 
of the psychiatric triage role. The majority of interview participants performed psychiatric 
triage as sole-practitioners, regardless of the whether the subject was employed in a 
CAT/triage position or as a duty-worker located within a community mental health clinic 
setting. For example, the triage nurse m a y be a C A T team member doing a weekly rotation 
through triage that is frequently located in the emergency department of the general hospital, 
as opposed to the C A T team workplace where fellow team members are located. Commonly, 
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interview subjects described feeling on their o w n in the triage role, having no one to bounce 
ideas off, no avenues of psychosocial support, and no one to share the burden of high-level 
decision-making and responsibility inherent in the role. Psychiatric triage nurses are also 
often located geographically separately from team members, which contributed to their 
feelings of isolation in the role. 
From the critical standpoint, the intrinsic isolation of the psychiatric triage role could be 
interpreted as a social side-effect of economically driven health planning (Considine, 1994), 
where the economic values of a lean healthcare system are given more consideration than the 
social values and needs of the people w h o provide and use the service (Holmes & Warelow, 
1997). The poor medical allocation to triage described by interview subjects seems to support 
the proposition that resources are not necessarily allocated to triage on a needs basis. The lack 
of peer support, supervision, and the inequitable division of labour experienced in psychiatric 
triage nursing are indicative of the social injustices that occur in healthcare when a culture 
based on economics is given more credence than a culture based on need (Holmes & 
Warelow, 1997). The isolation of triage practice also prevents nurses from entering critical 
discourse with colleagues about their needs, and thereby reduces the potential for nurses 
becoming unified in taking action to transcend their socially disadvantageous circumstances. 
8.31 Reciprocity 
The final step in the analysis phase of critical research is to achieve a level of reciprocity 
between the researcher and subject on the accuracy of the themes and interpretations arrived 
at by the researcher, and thereby improve the overall reliability and validity of the findings 
(Comstock, 1982; Lather, 1984). 
The researcher sent the findings of thematic analysis of the interviews to all of the 
participants w h o had provided email addresses with their details on the Interview Consent 
Form. O f the 15 emails sent to interview participants, five responded with brief feedback 
about the analysis. Several emails were returned as no longer at that address. O f the five 
participants that provided feedback to the researcher, there was a high level of corroboration 
between the researcher findings and the subject. A noteworthy aspect of the feedback was that 
several participants commented that on reading the analysis, they understood their position 
differently, and felt like they had been exploited by the system, as the following quotations 
from participants' emails illustrate; .. ."I agree with the themes about triage you identified, but 
having read them I feel a bit like w e have been exploited by the system without much say 
over anything", and "Yes, that all sounds pretty spot on to me. It's the usual story of psych 
nurses getting used and abused by the system". The researcher was somewhat disappointed 
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that there was not a greater response to the call for feedback on the interview findings, but at 
the same time pleased that what feedback was achieved indicated strong approval from 
subjects. 
8.32 S u m m a r y of the findings 
The discussion in this chapter presented an inclusive thematic analysis of the semi-
structured interview data produced in Phase Five of the investigation. The first level of 
analysis revealed the nature of psychiatric triage nursing to be a highly complex role 
involving a number of key practice activities from assessment and diagnosis of acute mental 
illness, through to providing support and advice at many levels of the community. It was 
found that the process of triage is conducted over four distinct phases, from the initial 
screening or filtering phase through to the action phase, which could involve a number of 
strategies. 
The experience of responsibility in psychiatric triage nursing was found to be extremely 
high, especially in relation to high-level decision-making and coming to terms with the new 
domains of responsibility inherent in psychiatric triage practice. Psychiatric triage nursing 
was also experienced as being a highly stressful occupation, described as the frontline, and the 
sharp end of the wedge due to the highly acute nature of the work. Stress in psychiatric triage 
practice was also found to be very high, particularly in relation to high levels of 
responsibility, decision-making and workload. Support to the triage role was universally 
experienced by the sample as lacking. 
On the whole, the sample experienced a high level of confidence in practice, mainly due 
to their previous experience in mental health nursing. Job satisfaction in psychiatric triage 
practice was largely derived from getting it right in practice and helping clients and families 
work through crises. The subjects also described an important role in patient advocacy in 
psychiatric triage, especially in assisting clients to correct pathways for care. 
The majority of subjects enjoyed very good working relationships with police and 
ambulance in the psychiatric triage practice, but were critical of the lack of medical and allied 
health support to the role. Relationships with generalist staff were described as being in a state 
of flux, although several subjects reported forging good relationships with emergency 
department staff. 
In terms of preparation for the triage role, the sample unanimously described feeling 
thrown in at the deep end. Very few subjects reported having received any specialist 
education or training to assist their triage practice, and m a n y identified a need for further 
professional support to the role, such as supervision and education. Item 14 established that 
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only a small percentage of the sample were aware of using theoretical models to guide 
psychiatric triage practice, the majority of subjects based their practice on experience. 
The sample was united in their opinion of the psychiatric triage model as useful or 
workable, however many were critical of the lack of supportive resources to the role, both 
clinically, and in terms of tangible material resources such as community services. Lack of 
resources was also a key theme that emerged from analysis of the participants' opinion of the 
Mainsfreaming policy. The majority of participants held the opinion that the policy was good 
in theory, but in reality the community was under resourced and struggling to manage the 
complex needs of the mentally ill. 
The discussion in the final section of Chapter Eight presented the findings of a more 
critically focused analysis of the interview data. The second level of analysis illuminated 
some the social injustices inherent in psychiatric triage nursing practice; such as the lack of 
resources, and the inequitable division of labour that forces nurses to assume a large portion 
of the responsibility and burden for acute psychiatric services. 
The sole-practitioner model was exposed as being reductionist, providing a cheap 
solution to what is in essence a complex problem. Critical reflection also identified the 
intrinsic isolation of the sole-practitioner in psychiatric triage as being disempowering, in that 
there was little opportunity for nurses to engage in critical dialogue about practice that m a y be 
conducive to affecting improvements in conditions. 
The theme of economics versus caring was identified as a uniting theme across all of the 
interview data, and was interpreted by the researcher as substantiating the critical worldview 
of the totality of advanced capitalism. The validation of this fundamental principle of critical 
theory in a tangible, practical w a y assisted the researcher to achieve a deeper level of 
understanding of both the topic under investigation, and the conceptual framework 
underpinning the research. 
The discussion in the following chapter of the thesis considers the findings of the semi-
structured interviews, the survey, and the literature review in their totality, and aims to 
achieve the principal goal of the study, which is to provide a holistic definition and 
description of psychiatric triage nursing in Victoria. 
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CHAPTER NINE 
DISCUSSION OF THE FINDINGS 
9.1 Introduction 
The discussion in this chapter opens with a brief review of the main aims of the 
investigation, and the means by which these were to be achieved. The limitations of the 
study are identified, with the intention of bringing to light the constraints for 
consideration in the evaluation of the success of this investigation in meeting its goals. 
The aim of the discussion in Chapter Nine is to bring together the findings from each 
phase of the investigation into a meaningful whole that addresses the fundamental 
research question, what is psychiatric triage nursing? 
The discussion in the first section of the chapter presents a detailed definition and 
description of psychiatric triage nursing in Victoria, including an inclusive profile of 
psychiatric triage nursing, descriptions of the central activities of triage practice, accounts 
of the subjects' experience of the role, the social dimensions of triage, and contemporary 
practice issues identified by the subjects. 
The discussion in the second section of the chapter aims to define and describe 
psychiatric triage nursing further through a critical analysis of the position of psychiatric 
triage nursing within the current mental health system. The discussion commences with a 
critical analysis of the dominant ideologies underpinning the central policies in which the 
psychiatric triage model is embedded, and follows through with a critique of the 
psychiatric triage models itself. The position of the nurse within the psychiatric triage 
model is explored from a critical perspective, with the aim of uncovering constraints, 
hidden agendas, and social injustices that m a y be present in the practice world of nurses. 
Themes identified in the first and second level thematic analysis of interview data, survey 
findings, and related literature is drawn on in the discussion to develop a critical insight 
and understanding of the socio-political dimensions of psychiatric triage nursing. 
9.2 The aims of the study revisited 
The principal aim of this study was to produce a clear and comprehensive definition 
and description of psychiatric triage nursing in Victoria, firstly by identifying key 
demographic data significant to the composition and organisation of triage across the 
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state, and secondly, by uncovering in-depth descriptive data about psychiatric triage 
nursing such as the domains of practice, models and methods of practice, the experience 
of practice, and contemporary issues in practice. 
A further aim of the investigation was to produce quality knowledge and evidence 
about psychiatric triage nursing practice that has the potential to provide assistance, 
insight and guidance to mental health services and mental health policy makers in matters 
related to psychiatric triage nursing. 
The first and second aims of the study were achieved through the analysis and 
interpretation of data produced by the survey and the semi-structured interviews, both of 
which are brought together in the forthcoming discussion in Chapter Nine. The final aim 
of producing quality knowledge and evidence about psychiatric triage nursing is also 
realised in Chapter Nine, and brought to a conclusion in Chapter Ten through the 
recommendations and conclusions put forward by the researcher. 
9.3 Limitations of the study 
It is essential to the integrity of conducting critical research that the researcher 
engages in a process of critique of all aspects of the investigation, highlighting limitations 
and errors, and considering ways in which the research could have been improved (Held, 
1980). With hindsight, the researcher was able to reflect on the course of the investigation 
and identify several areas that could have been improved. 
9.3.1 Scope 
The first and most obvious limitation of the study was its restricted scope. 
Psychiatric triage is a multi-disciplinary practice, and a complete view of the practice-
world of psychiatric triage would ideally have incorporated the perspectives of all 
disciplines involved. The combination of constraints of time, budget, and size of the 
project, as well as the researchers involvement and concern with nursing, meant that the 
investigation of psychiatric triage practice was from a nursing perspective only. 
As a critical enquiry, the investigation could also have incorporated the perspectives 
or sought the opinions of the other key stakeholders in mental health triage, such as the 
consumers of mental health services, and integral community agencies such as general 
practitioners and the Victorian police. Again, the restrictions of time, budget, and the 
logistics of incorporating all key stakeholders perspectives precluded the development of 
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a broader research design that would have facilitated all perspectives on psychiatric 
triage. 
9.3.2 Program evaluation 
Another limitation of the study was its inability to evaluate the effectiveness of triage 
as mental health program. Whilst both the survey and the semi-structured interviews 
sought the opinions of nurses on the usefulness of the psychiatric triage model, the study 
did not include a program evaluation component in the design, in which the consumers of 
mental health triage were given the opportunity to rate the usefulness and efficacy of the 
service as a mental health program. 
Another approach to evaluating the outcomes of psychiatric triage that could have 
been considered in the study design was triage documentation analysis, where the actions 
and outcomes of triage contacts are investigated through analysis of the documentation 
produced in the process of triage. Both of the aforementioned approaches were omitted 
from the design firstly because of the constraints associated with attaining statewide 
ethical permission to conduct research on mental health clients/access confidential client 
documentation, and secondly, the practical constraints of time and budget were once 
again prohibitive. 
9.3.3 Validity of the questionnaire 
One of the problems encountered in the present investigation was the lack of a pre-
existing survey tool for collecting data on psychiatric triage nursing, which meant that the 
researcher was required to develop a tool from ground level that would meet the needs of 
the present investigation. 
The survey development component of this investigation was a complex process, as 
essentially the researcher encountered a blank canvas in terms of previous work on the 
topic, and was then faced with the decision of where to start. The focus group were 
invaluable in this regard, as were the mental health nurses w h o assisted in the pilot testing 
of the questionnaire. Nonetheless, without previous examples to compare the 
questionnaire to, or other footprints in terms of which areas of the topic to pursue, the 
researcher was confronted with numerous choices and decisions to make. The answer to 
the questions of; a) whether the potential of the survey was fully explored with the 
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questions that were asked, and b) whether the right questions have been asked remains a 
topic of reflection for the researcher, which m a y become clearer with time. 
As a final point of critique of the questionnaire, Item Six was incorrectly answered 
by many respondents, indicating an error in the design of the questionnaire that was not 
detected in first draft testing or pilot testing. Despite this flaw, reliability testing of the 
survey tool found the Alpha co-efficient to be .81, which indicated that the instrument 
was a reliable and valid tool. 
9.3.4 Approaches to method 
Through the process of reviewing and reflecting on the methods used in the present 
investigation, the researcher identified that conducting focus group interviews with 
psychiatric triage nurses m a y have been a more effective way of facilitating praxis than 
through individual interviews. The focus group setting m a y have enabled the particpants 
to engage in critical discourse as a group, provide opportunities for support and exchange 
of ideas, and be catalytic for the development of a professional psychiatric triage nurses 
group. 
The experience of working with the focus group in developing the questionnaire 
certainly gave the researcher an indication of the potential of working with groups as a 
method, although it did pose certain problems such as trying to organise a convenient 
time/place to meet that was suitable for all group members. The experience of working 
with the focus group in the questionnaire development stage of the project has inspired 
the researcher to pursue this method further in future projects. 
9.4 A portrait of psychiatric triage nursing in Victoria 
The following discussion paints a portrait of psychiatric triage nursing in Victoria 
that was arrived at through the process of comparing, contrasting and critiquing the 
findings attained through Phases Four and Five of the investigation. 
One of the early observations made by the researcher during the analysis of the semi-
structured interviews was the overall similarity of the results to the survey results. There 
was a high degree of correlation between the findings from both methods on the major 
variables such as 'responsibility', 'stress', 'support' and others, which was a pleasing 
result in terms of achieving internal validity in the study. 
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9.4.1 Profile of the psychiatric triage nursing workforce 
Psychiatric triage nursing in Victoria is a mature workforce, in which the average age 
is 39.5 years old, and the average length of experience in mental health nursing is 15.5 
years. 
Conditions for psychiatric nurses vary considerably across Victoria, with the pay 
structures ranging from Grade 3a (11.5%) to Grade 5 (1.4%), however the majority of 
nurses are paid at 3b (27.3%) and 4b (28.8%), with 21 percent of the sample employed in 
4a positions. Several interview subjects commented that rates of pay for triage should be 
standarised across the state, and the same point was made by survey respondents asked to 
contribute comments and opinions on triage in Item 33 of the survey. 
More than 70 percent of psychiatric triage nurses have experience in community 
mental health, however very few have experience in areas of psychiatry such as child and 
adolescent psychiatry (14%), or drug and alcohol treatment (20%). Interview subjects 
observed that psychiatric triage nurses are expected to be skilled in assessing clients 
across the lifespan, and clients with drug and alcohol problems, which becomes 
especially important after hours when other community services are closed. 
Half the population of psychiatric triage nurses have tertiary level education, 
however only 31 percent of the sample holds a degree. Both the survey and the interviews 
established that only (35%) of triage nurses have been offered any education or training 
to assist in their triage practice by their employers. 
Psychiatric triage nurses practice in a variety of triage settings and locations, such as 
the emergency department of generalist hospitals, community mental health clinics, 
inpatient psychiatric units, and a combination of the above, largely on rotating seven-day 
rosters. Some interview particpants described being located in the inpatient psychiatric 
unit, or community mental health clinic, but having to attend the emergency department 
to perform mental health assessments. In some rural triage practices the triage nurse on 
duty may also have to attend psychiatric assessments in the community. 
Just over half of nurses performing psychiatric triage are CAT/triage nurses, one 
quarter are duty-workers, 16 percent are employed in designated triage positions, ten 
percent of triage is performed by 'other'. According to discussions with interview 
subjects, it is not uncommon for ward nurses to assume some triage duties, especially in 
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rural areas on overnight triage, which could account for the ten percent in the 'other' 
category. Triage is also performed by a small percentage of consultation liaison nurses 
(4.3%). 
Although many triage nurses are employed in CAT/triage positions (56%), or 
community team positions (25%), 64 percent of the sample functioned as sole-
practitioners in the triage role. Nearly ten percent of the sample performed triage 
assessments only by telephone, however the vast majority (90.6 % ) of triage nurses 
conducted assessment by phone and face-to-face. According to interview participants, 
face-to-face triage assessments are predominantly performed by one staff member, which 
was supported by the survey findings, which indicated that only three percent (2.9%) of 
face-to-face interviews are always conducted with another staff member. However, the 
survey findings also suggested that 58 percent of respondents perform assessments both 
with and without another team member present. 
9.4.2 The central activities of psychiatric triage nursing 
The central activities of triage practice are focused around point of entry mental 
health assessment, however analysis of the interview data revealed the nature of 
psychiatric triage nursing practice to be more complex than that, involving multiple role 
functions. 
The interview data revealed that the process of psychiatric triage is conducted over 
five distinct phases, as previously identified in Chapter Eight. Figure 3 (below) presents a 
diagrammatical representation of the five phases of psychiatric triage, which was 
developed through synthesising the interview data from Item 2 of the interview schedule. 
The diagram depicts the steps in the triage process from the preliminary screening or 
filtering phase of steps one and two, through to in-depth assessment, decision-making, 
priority, and action. O n viewing the diagram of the phases of triage it is clear that the 
process involves decision making at two levels. Firstly, on-the-spot decision-making in 
the initial screening/filtering phase of triage, and secondly, more in-depth decision 
making and problem solving based on information gathered in the in-depth assessment 
phase of psychiatric triage. 
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Figure 3: The Phases of Triage 
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The first activity of psychiatric triage is to receive all in-coming mental health 
enquiries through a single point of entry. In the initial phases of triage, the enquiry is 
subjected to a screening or filtering process to determine firstly if the client originates 
from the appropriate regional sector, and secondly whether the presenting problem is 
related to mental illness. 
The activity of initial screening performed in phase two of the triage process requires 
the nurse to make on-the-spot decisions related to the client's mental status. The nurse 
must decide if the client is suffering a mental illness, and if so, to what severity, i.e. does 
the client meet the criteria of the 'seriously mentally ill'? In many regards, the initial 
phase of triage is crucial, as it is at this point in the process where fundamental decisions 
about service are made. One of the key activities performed in this initial phase is brief 
mental health assessment, in which risk assessment is a core component. If the client is 
suspected of suffering from a mental illness and being at risk to self of others, the triage 
process progresses to the next phase of assessment. 
230 
If the enquiry is found to be non-psychiatric but still requiring some level of 
assistance, the triage nurse may refer the caller on or provide further information and 
assistance. M a n y interview participants reported feeling some level of obligation to 
assist those callers in crisis or need of help access appropriate services, even if the 
presenting problem was non-psychiatric in nature i.e. a socially related problem such as 
domestic violence. 
If the presenting problem is assessed as being related primarily to a mental illness, 
the nurse engages in the next phase of triage, in which a thorough mental health 
assessment is performed. Phase Three of mental health triage commonly involves making 
contact with multiple agencies, as well as relatives of the client to gather history around 
the presenting problem. The next step in this phase of triage is conducting formal Mental 
Status Examination, risk assessment, and assessing the client's social circumstances (i.e. 
support structures). Risk assessment involves assessing whether the client is in danger of 
harming self or others, or whether the client is in danger or at risk due to acute mental 
deterioration (South-West Area Mental Health Service, 1998). 
Phase Four in the triage process is to formulate a preliminary diagnosis of the client's 
condition and level of risk based on all the information attained in Phase Three. In this 
phase of triage the nurse makes key decisions about the clients level of acuity, which 
determines the type and level of service to be offered to the client. O n establishing the 
level of acuity of the client's condition, the case is assigned a priority status that 
determines the urgency with which action needs to be taken. 
The final phase of mental health triage involves deciding on the best course of action 
to be taken to resolve the problem/crisis. In planning interventions, one of the first 
considerations is whether there is any possibility for the client to be treated in the 
community. The emphasis on community based treatment as a priority of care underpins 
psychiatric triage practice and is based on the philosophy of treating the client in the least 
restrictive environment, which is a core principle Mental Health Act (1986). Interview 
data also revealed that decision-making in triage about the appropriate course of action to 
be taken is influenced by the availability of resources. 
There are a number of courses of action that m a y be implemented by the triage nurse 
in Phase Five. If the client is in crisis in the community, the case m a y be referred to the 
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crisis assessment team and/or police to arrange further community-based psychiatric 
assessment. This action involves liaison with both agencies to provide referral 
information, and planning and co-ordination of the intervention. If the client is present in 
the emergency department the nurse m a y refer the client to the medical officer for 
admission, or related medical issues such as medication review. If the client is not in 
acute crisis the nurse m a y assist the client to make contact with other community support 
agencies such as the Mobile Support and Treatment Team, general practitioners, 
generalist health services, N G O ' s , charitable organisations, and community support 
groups. 
The most outstanding feature of mental health triage is the level of complex decision-
making involved in each of each phase of the process. More than eighty percent of the 
total sample of triage nurses (83.5%) found the level of decision-making in triage to be 
high, a finding that was well supported by the interview data, which found the level of 
decision making to be high, and cited "decision making under pressure" to be a key 
stressor in psychiatric triage practice. Interview participants noted h o w making decisions 
about people's lives is a particularly stressful aspect of triage practice. Crook (2001) 
raised several points for consideration on h o w expert mental health nurses make on-the-
spot decisions. Crook observed that decisions made in high risk situations are often 
tenuous, due to the conflicting tensions between allowing clients self-responsibility for 
their actions, and the institutional expectations and protocols for dealing with at risk 
behaviour. Crook also observed that the availability of sufficiently trained staff might 
also affect the decision-making process, a point that was confirmed by interview subjects 
who described h o w the lack of sufficient medical support to triage compels nurses to 
make decisions that in the past would have been strictly made by doctors. 
The activities of psychiatric triage nursing practice in Victoria extend beyond point of 
entry assessment to include several role functions. One of the themes to emerge through 
analysis of interview data was that Victorian psychiatric triage nurses perform a wide 
range of activities in triage practice. The interview findings indicated that psychiatric 
triage nurses have a role in providing ongoing support to mental health clients and their 
families, such as providing mental health advice and information, as well as 
pharmacological advice. The interview data also revealed that mental health triage 
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provides consultation, information, and advice to various levels of the community and 
community agencies, such as police, N G O ' s , and general practitioners. 
Another important activity of psychiatric triage practice identified through the 
interview data was the role in assisting the emergency department in managing mentally 
ill clients. Psychiatric triage m a y be located in the emergency department itself, or the 
triage nurse m a y attend the emergency department to perform mental health assessments. 
The interview data suggested that mental health triage supplies a high degree of support 
to emergency department staff, including medical officers, in managing mental illness. 
As a final point, another activity of mental health triage identified through the 
interview findings was helping clients find pathways to care, or negotiate the complex 
health system to access appropriate care. Interview participants described advocating on 
the behalf of clients to help them access services in the community. 
9.4.3 Experience of the psychiatric triage nursing practice world 
On reflecting on the survey and interview findings, the researcher gained the 
impression that the practice experience of psychiatric triage nursing was challenging, 
stimulating, and dynamic, and at the same time undeniably stressful and difficult at times. 
Discussions with interview participants about the nature of their work in psychiatric 
triage revealed that for many nurses, triage is experienced as a stimulating position 
characterised by acuity, diversity, and unpredictability. A c o m m o n theme to emerge 
through analysis of interview data about the experience of triage practice was the 
metaphor of being on the frontline, or the sharp end of the wedge, referring to the 
experience of working in a highly acute setting, and of the position of triage as the point 
of entry to mental health services, and thus the primary interface between the community 
and mental health services. 
Autonomy in practice was identified as one of the positive experiences in psychiatric 
triage nursing practice by many of the interview participants, and was also a c o m m o n 
response to Item 31 of the survey. Interview subjects described thriving on the autonomy 
and independence of the role, and experiencing triage as a challenge. The survey found 
that 74 percent of the total sample experienced the level of autonomy in triage to be high, 
however metropolitan nurses experienced higher levels (85.3%) of autonomy in practice 
than rural nurses (60.9%). Triage nurses located in the emergency department experience 
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significantly higher levels of autonomy in practice (85.7%) than nurses based in C M H S 
(69.4%) or the inpatient unit (50%), and sole-practitioners experienced higher levels of 
autonomy (83.3%) in practice than team practitioners (57.1%). 
O n the whole, the psychiatric triage nursing workforce is moderately confident in 
their practice. The survey findings showed that just over half the sample (52%) 
experienced a high level of confidence in triage practice, and a further 45 percent were 
moderately confident. Metropolitan nurses reported being slightly more confident 
(57.3%) in practice than rural nurses (46.9%), and nurses working in the emergency 
department experienced slightly higher levels of confidence (64.3%) than nurses working 
in C M H C (57.1%), or the inpatient unit (39.3%). The interview findings suggested that 
confidence in practice fluctuates, and psychiatric triage nurses tended to describe 
themselves as "cautiously confident" in practice. Interview subjects identified significant 
previous experience in mental health nursing as the main source of confidence in their 
practice. 
Psychiatric triage nursing is universally experienced as an area of practice with an 
inherently high level of responsibility. Interview subjects commonly described 
psychiatric triage nursing as a position of "extremely high responsibility", especially in 
relation to the shifting domains of responsibility such as resource management, and the 
experience of high-level decision-making in areas of practice formerly the domain of 
medicine such as assessment, diagnosis, and admission. The survey findings corroborated 
the interview findings, with the majority of respondents (87.1%) describing the level of 
responsibility in triage practice as being "high". Sole practitioners experienced 
significantly higher levels (92.2%) of responsibility in practice than team practitioners 
(77.6%), and the survey findings also confirmed that triage nurses working in the 
emergency department experience significantly higher levels of responsibility than nurses 
in other triage settings; 100 percent of triage nurses located in the emergency department 
selected the "high" response option to describe the level of responsibility in triage 
practice, as opposed to 75.5 percent of C M H C based nurses, and 85.7 percent of inpatient 
based nurses. Interviews with triage nurses working in the emergency department 
revealed that there is pressure on psychiatric triage nurses to assist in relieving the burden 
of psychiatric clients on the emergency department, a pressure that appears to be unique 
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to triage nurses located within the emergency department setting. Smart et.al. (1999) and 
Happell et. al. (2002) observed the increase in psychiatric presentations at the emergency 
department since psychiatric hospital closure, which would seem to support the idea that 
psychiatric triage nurses in the emergency department m a y be faced with extra 
responsibilities associated with resource management in the emergency department. 
The survey findings showed that 83.5 percent of the sample experienced the level of 
decision-making in psychiatric triage practice to be "high". A s previously mentioned, 
interview participants described the experience of decision-making in triage as being 
stressful, and were acutely aware of the high level of responsibility inherent in triage 
decisions, particularly related to making decisions about peoples lives in pressured 
situations. Metropolitan psychiatric nurses experienced the level of decision-making in 
triage to be higher (93.3%) than rural nurses (71.9%), and nurses located in the 
emergency department unanimously rated the level of decision-making as 'high' (100%), 
as compared to nurses located in C M H C (85.7%) and inpatient units (53.6%). 
The survey data revealed that a large percentage of psychiatric triage nurses (66.9%) 
experience the psychiatric triage role as highly stressful. This finding was supported by 
the interview data, which found high levels of stress in triage associated with complex 
decision-making under pressure, high levels of responsibility, repeated exposure to 
trauma, and feeling overworked. Survey data also found that metropolitan psychiatric 
triage nurses experience significantly higher levels (81.3%) of stress than rural 
practitioners (50%). This result is noteworthy given that many rural psychiatric triage 
practitioners are working with fewer resources than metropolitan nurses. A possible 
explanation for this m a y be that rural nurses have developed more cohesive relationships 
within their communities than nurses in metropolitan Melbourne. Survey findings also 
showed that triage nurses working in the emergency department experienced slightly 
higher levels of stress (71.4%) than nurses in C M H C (65.3%) and inpatient (53.6%) 
triage practice settings. Clearly, the emergency department is an inherently stressful 
environment, and interview data suggests that there is added pressure on psychiatric 
triage nurses to help reduce the demands on the service by moving mental health 
consumers through the system as quickly as possible often with little support. 
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Despite the fact that psychiatric triage is universally experienced as a highly 
responsible and stressful position, interview data revealed that nurses derive job 
satisfaction primarily from helping clients and families to resolves crises and access 
appropriate help. Several subjects noted that getting it right, that is, making the right 
decisions and solving complex problems was also source of job satisfaction in triage 
practice. The responses to Item 31 of the questionnaire confirmed this finding, "helping 
clients and families" being the most oft cited positive aspect of psychiatric triage nursing. 
Some of the other positive aspects of psychiatric triage practice were listed as; 
independent decision-making, autonomy in practice, suicide prevention, creativity in 
practice, using clinical skills and knowledge, improving clinical skills, and being "at the 
coalface", or "frontline". 
9.4.4 Social dimensions of psychiatric triage nursing practice 
One of the most outstanding socially related themes to emerge from analysis of 
interview data was that nurses commonly feel socially isolated and socially unsupported 
in the triage role. A s previously mentioned, 64 percent of the total sample practiced as 
sole-practitioners, which commonly resulted in nurses having very few opportunities to 
engage in social interaction with peers. 
Some of the issues identified through the interview data related to the isolation of 
psychiatric triage practice were that nurses felt they had to take sole responsibility for 
clinical decision-making, that there was no opportunity to debrief from stressful 
situations, no opportunity to learn through the exchange of ideas, a lack of psychosocial 
support, and a feeling of detachment from the team and rest of the service. The findings 
of Item 32 of the questionnaire also indicated that triage is an isolative role, with thirteen 
respondents commenting that triage is "an isolative role", "isolated from the team", and a 
further six respondents listing "pressure to make decisions alone", and "sole decision-
making" as indicative of this theme. 
Responses to Item 30 of the questionnaire suggested that psychiatric triage nurses do 
not feel highly valued by other social groups (with the exception of fellow nurses) such 
as the general public and medical and allied health staff, with most scores for this item 
falling within the moderate to low range. Rural psychiatric triage nurses tended to 
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describe their relationships with the community and other service providers in more 
positive terms than metropolitan triage nurses. 
Some of the responses to Item 32 of the questionnaire indicated that some psychiatric 
nurses feel misunderstood by the general public in their role, that there is a 
"misperception of triage by the public". This was also evident in results for Item 33, 
which contained comments such as; "the public should be educated about triage", and 
"the triage role needs further clarification". Interview data suggested that despite some 
perceived lack of understanding from the general public, on the whole relationships with 
consumers in the triage role are progressing reasonably well. Themes to emerge around 
the topic of relationships with consumers were that nurses are "doing their best" to 
provide a quality outcomes for consumers, but also encounter conflict when clients are 
denied access to service because they do not meet the criteria of psychiatric crisis or the 
seriously mentally ill. O n the whole, the responses for Item 28 of the survey showed that 
psychiatric triage nurses view the effectiveness of the Mainstreaming policy on mental 
health outcomes such as suicide prevention, timely service delivery, and community 
support as moderately successful, with 30 percent of scores falling in the "high" category 
for each aforementioned variables. 
One of the positive findings from both the survey and interview data was that social 
relationships between triage nurses and vital community service providers such as police 
and ambulance are progressing well, with several interview subjects noting h o w 
improved liaison with police and ambulance has improved relations further. 
Relationships with police in rural areas are progressing especially well. The interview 
data indicated that there is a high level of collaboration between nurses and police in rural 
areas, which seems to be related to "having to work together" in small communities. The 
survey findings showed that almost 40 percent of the total sample found police services 
to be highly accessible, and a further 50 percent found them moderately accessible. 
Ambulance services were rated by survey respondents to be moderately (46.8%) to 
highly (46.8%) accessible. 
Interview participants commonly reported having positive relationships with allied 
health in the triage role, however a c o m m o n theme to emerge from analysis of the 
interview data was that triage nurses have very little interaction with allied health in 
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practice, that there is little allied presence in triage. Rural psychiatric triage nurses in 
particular noted the lack of allied presence, some stating that they had no allied staff in 
their areas. The survey findings showed that triage nurses do not derive a high (22.3%) 
level of support in practice from allied health, with most scores for Item 22 falling in the 
low (30.2%) to moderate (27.3%) categories, and 19.4 percent of the sample indicating 
that they derive no support at all from allied health. 
Another significant aspect of the social dimensions of triage to emerge from analysis 
of the interview data was the improving relationship with generalist health. Triage nurses 
described forging new relationships with emergency department staff and generalist 
nurses through their increased liaison in psychiatric triage practice. Rural triage nurses 
especially appear to be making considerable strides forward in working relationships with 
generalist staff, describing a high level of cooperation, whereas some metropolitan 
Melbourne nurses are still finding that psychiatric consumers are viewed by some 
generalist staff as "taking up space in the ED". 
The findings of the survey and semi-structured interviews suggest that there is 
variation in the social experience of psychiatric triage nursing practice by rural and 
metropolitan practitioners O n the whole, rural psychiatric triage nurses appear to have 
established more cohesive, collaborative working relationships with consumers and the 
community than metropolitan Melbourne nurses. The reasons for this variation in the 
practice worlds of rural and metropolitan nurses is not clear from the data, however it 
may be related to the inherent differences in working in smaller populations with few 
services as opposed to large populations with multiple services. 
Whilst psychiatric triage nursing was universally experienced as a highly stressful, 
responsible role with high levels of autonomy and decision-making, the survey findings 
revealed that metropolitan Melbourne nurses scored higher ratings for levels of stress, 
responsibility, decision-making, and autonomy than rural nurses. Discussions with rural 
and metropolitan psychiatric triage nurses at interview gave the researcher the overall 
impression that rural nurses feel more supported in their practice than metropolitan 
Melbourne nurses, even though they were often working with less material resources. 
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9.4.5 Contemporary practice issues 
One of the central purposes of the present investigation was to give psychiatric triage 
nurses the opportunity to have a voice about their practice. Both the survey and the semi-
structured interviews encouraged subjects to share their opinions, make contributions and 
suggestions, and discuss contemporary practice issues. Contemporary issues identified by 
the focus group such as ethical dilemmas, verbal/physical assault in psychiatric triage 
practice, and conflict with other agencies were included as areas of enquiry on the 
questionnaire to establish the frequency of such occurrences in practice. 
The survey findings showed that the frequency of ethical dilemmas in psychiatric 
triage practice fell mainly in the 'low' to 'moderate' range, with only 15 percent of the 
sample selecting the 'high' category. Whilst interview subjects did not specifically refer 
to ethical dilemmas in practice, they did describe a level of ethical tension related to 
making decisions involving balancing the use of scarce resources and consumer needs. 
Another related issue to surface through the interviews was conflict associated with 
definitions of the 'seriously mentally ill', and deciding which clients truly fit that criteria. 
The example most often cited was the interpretation of the Mental Health Act as it relates 
to persons with a diagnosed Personality Disorder, w h o m a y not be seriously mentally ill 
from a biochemical perspective, but may be expressing suicidal/homicidal ideation and 
therefore be a 'danger to self or others' as per the Act. Several respondents to Item 33 of 
the questionnaire also commented that the Mental Health Act needs review in regards to 
the definition of 'the seriously mentally ill', and the treatment of persons with a 
diagnosed Personality Disorder under the guidelines of the Act. The act of making 
judgements about w h o does and doesn't qualify for service/care, and the associated 
ethical issues of having to deny some consumers service w h o may be unwell but do not 
meet the criteria of the 'seriously mentally ill' was identified through the interview data 
as being a source of conflict in psychiatric triage practice. This finding corroborates the 
findings of Carpenter's (1991) study, which found that difficulties associated with ethical 
decision-making are a c o m m o n a source of conflict in psychiatric nursing practice. 
The survey findings indicated that physical assault is an infrequent event in 
psychiatric triage practice, with most of the scores for frequency of physical assault 
falling in the 'low' (62.6%) to 'none' (20.1%) categories, however the frequency of 
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verbal assault was found to be moderate (50.4%) to high (30.2%). Physical and verbal 
assault were not prominent practice issues raised in the semi-structured interviews, 
although subjects observed that conflict in practice, including verbal abuse, is not 
uncommon when consumers demands for service were not met. 
Conflict with other agencies was not a central theme identified through the interview 
data, however some interview subjects did make mention of issues such as other agencies 
"playing games" with the beds (i.e. not revealing bed availability), inappropriate referrals 
to triage, and the police "dumping" clients in the emergency department. According to 
the survey findings, the frequency of conflict with other agencies in psychiatric triage 
practice was found to be largely in the moderate (47.5%) to low (28.2%) range, although 
22 percent of the sample selected the 'high' category. Responses to Item 32 of the 
questionnaire suggested that some triage nurses experience gaps between continuing care, 
triage, and C A T service, and also difficulties in arranging follow-up. 
More than 50 percent of the sample rated the frequency of conflict with management 
in psychiatric triage practice as low (52.5%), and experienced the support to triage from 
management as being moderate (35.9%) to low (29.5%). Conflict with management was 
not raised as a prominent issue in interview discussions, although some interview 
subjects commented that management "has no idea what w e do", and that management 
has unrealistic expectations that triage will "fix everything". Respondents to Item 33 of 
the questionnaire suggested that the role definition of psychiatric triage nursing needs 
further clarification. 
One of the dominating themes to emerge through the interview data as a 
contemporary issue in psychiatric triage nursing was lack of resources. The lack of 
medical resources to triage was a persistent theme throughout the interviews, and the 
survey findings also suggested that psychiatric triage nurses receive moderate (43.2%) to 
low (28.1%) levels of medical support in practice, with only 21 percent of the sample 
rating medical support as 'high'. Psychiatrists were perceived as providing slightly less 
support to triage than medical officers, with more scores (36.7%) in the 'low' category 
than medical officers, but also slightly higher scores (24.5%) in the 'high' category. A 
large number of respondents to Item 33 of the questionnaire suggested that medical 
resources to triage should be increased. Interview data revealed that some rural 
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community mental health services operate with only the barest minimum of medical 
input, and triage nurses working in the emergency department universally described poor 
accessibility of medical staff. Interview subjects made the observation that on weekends 
and after-hours the demand for psychiatric triage services is typically high, as this is 
when other community services are closed, yet medical and psychiatric allocation is at its 
lowest during these times. 
Analysis of the interview data around the topic of the level of responsibility in triage 
practice suggested that the lack of medical and allied resources to triage has resulted in 
psychiatric triage nurses having to expand their practice roles to include wider 
responsibilities. One of the themes to emerge from the interview data was the shifting 
domain of responsibility in triage practice, that is, the overlap of medical responsibilities 
into nursing practice. The findings for Item 27 of the survey questionnaire on the impact 
of triage on traditional areas of medical dominance confirmed that psychiatric triage 
nursing practice does impinge on medical responsibility. Survey respondents rated the 
impact of psychiatric triage on decision to admit as being 'high' (62.6%), and the impact 
of triage on the decision to certify as also being 'high' (57%). More than two-thirds of the 
sample rated the impact of psychiatric triage on early diagnosis to be moderate (51.8%) 
to high (34.5%), and the impact of triage on early treatment as being moderate (43.2%) to 
high (43.2%). Recommendations put forward by the sample in both the survey and the 
interviews to address the issue of the high levels of responsibility in practice included 
"spreading" the responsibility of triage by involving other arms of the service such as 
M S T and C A T more in the triage process, by taking a team approach to triage and 
staffing triage shifts with a minimum of two staff, and by increasing medical support to 
triage. 
A s well as insufficient medical resources, community based social support services 
and resources were also found to be insufficient. The findings of Item 26 of the survey 
established that the availability of important community-based social resources such as 
youth/adult emergency accommodation and drug and alcohol services is low. Sixty 
percent of the total sample indicated that the availability of emergency adult 
accommodation in the community is low, and 68 percent of the sample indicated that the 
availability of youth accommodation is also low. In addition, 54 percent of the sample 
241 
rated the availability women's refuges as low, and the availability of both counselling 
services, and drug and alcohol services was rated as low by 41 percent of the sample. 
Thomas and McCormack (1999) observed that long-term housing resources are also in 
short supply for the seriously mentally ill, which has resulted in an increased rate of 
homelessness amongst this population. Responses to Item 33 of the survey further 
confirmed lack of resources to be a triage practice issue, with respondents calling for 
increased resources especially in rural areas, increased number of acute beds, and 
increased medical support. The interview data revealed that lack of resources presents 
many difficulties in psychiatric triage nursing practice, because resources are the primary 
"tools of the trade" in triage. Clearly, without adequate resources to refer consumers to 
nurses inevitably experience problems in providing consumers with adequate mental 
health care. 
Interview subjects pointed out that despite the extra responsibilities nurses have had 
to assume in triage practice, they had received little professional recognition for the 
specialist nature of their work, nor any gains in terms of pay and conditions. Several 
interview subjects suggested that the rate of remuneration for psychiatric triage nursing 
was unreasonable for the level of responsibility inherent in the position, and further 
suggested that the rate of pay should be increased and standardised across the state. This 
finding was repeated in the survey results for Item 33 of the questionnaire, in which 
several respondents commented that triage should be acknowledged as a specialist area of 
practice, and proposed that remuneration for triage should be set at a minimum G.N 4 B 
for all psychiatric triage nurses. 
The lack of education, training, and professional development afforded to psychiatric 
triage nurses was also identified as a contemporary practice issue through both the survey 
and interviews. The findings of Item 18 of the survey showed that 64 percent of the total 
sample had not been offered any opportunities for professional development by their 
employers. The need for education and training for psychiatric triage nurses was also 
identified by 30 survey respondents in their responses to Item 33 of the questionnaire, in 
which six respondents suggested that psychiatric triage nursing should have a formal 
body of knowledge at post-graduate level, and a further three respondents added that 
specific theories and models for practice should be developed. Given the lack of specific 
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education or specialist training to prepare psychiatric triage nurses for practice, it was no 
surprise that only 54 percent of triage nurses use theoretical models to guide their 
practice. O f the respondents that did specify that they used theoretical models in practice, 
there was a lack of consistency across the responses about the types of models used. 
Respondents to Item 33 of the questionnaire offered a potential solution to this problem 
in suggesting that psychiatric triage nurses should be offered paid study leave. 
Both the survey and interview data confirmed that psychiatric triage nurses 
experience high levels of stress in clinical practice. The interview subjects identified high 
workloads, high levels of responsibility, and sole decision-making as some of the 
contributing factors to the experience of stress in triage practice. Previous discussion 
established that the majority of triage nurses are sole-practitioners, and therefore have 
difficulty accessing psychosocial support from team members that m a y assist in 
managing stress (Edwards, Burnard, Coyle, Fothergill & Hannigan, 2001). Edwards et al. 
observed that lack of collegial communication and support in community psychiatric 
nursing practice contributes to the experience of stress and 'burnout' in practice, and even 
more so when the nurse feels overworked and undervalued. The interview data revealed 
that repeated exposure to acute psychological trauma, such as coping with constant 
suicidal ideation and psychiatric crisis, is also a significant stressor in psychiatric triage 
nursing practice. Respondents to Item 33 of the questionnaire suggested strategies such as 
debriefing, clinical supervision, and a professional triage nurses group as potential ways 
of addressing stress in triage practice. 
Another contemporary practice issue to emerge from both the survey and interview 
data was the lack of clarity about the legal position of psychiatric triage nurses. Interview 
participants gave the impression that they were unclear where they stood legally, but 
commonly held the view that they would be held solely responsible in the event of an 
error in practice. The interview data reflected that psychiatric triage nurses experience a 
level of professional vulnerability, and are unsure whether they are protected by practice 
indemnity insurance. Erdman (2001) explored the medico-legal domains of telephone 
mental health triage in a United States study, and pointed out the difficulty of performing 
accurate mental health assessment via the phone without the benefit of being able to 
physically observe the caller for symptoms of anxiety and depression. Erdman noted that 
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accurate diagnosis in mental health triage could also be complicated by variables such as 
the age, ethnicity, medical status, current medications, intoxication, and culture of the 
consumer, all of which affect the clinical picture and impact on diagnosis. Erdman 
suggested that triage clinicians could be held liable for misdiagnosis, and also raised legal 
concerns about the dissemination of confidential client documentation to multiple 
agencies, as is commonplace in mental health triage practice. 
Both survey respondents and interview subjects observed a lack of consistency in 
definition and interpretation of the triage role across Victoria. A number of respondents 
to Item 33 of the questionnaire proposed that triage should be clearly defined and 
coordinated across the state to improve the consistency of service provision. Survey 
respondents also suggested that a standardised triage assessment tool be developed and 
implemented across the state to further streamline and improve the consistency of triage 
psychiatric triage practice. 
Although mental health triage services in Victoria have been established along the 
same lines of generalist triage, that is with a sole practitioner taking all enquiries, one of 
the distinct features of mental health triage functioning in Victoria is the role in providing 
ongoing support to discharged clients. Unlike medical models of triage that offer only 
brief assessment and refer on immediately, in mental health triage, a role has developed 
that incorporates a supportive dimension that is clearly important in terms of managing 
the mentally ill in the community. Another distinguishing feature of mental health triage 
brought to light through the interview data was that mental health assessments typically 
involve several phases, and can take up to 40 minutes to complete, unlike generalist 
triage assessments which typically involve on-the-spot decisions (Edmonds, 1997; 
Glasper, 1993). So whilst some comparisons can be made between generalist and mental 
health triage, the latter is a far more complex and dynamic role involving multiple role 
functions. Thus, mental health triage has hidden costs that are currently not considered in 
rationalising staff and medical resources to the position. 
The discussion in the previous sections drew on the findings of the survey and the 
semi-structured interviews to present a comprehensive description of psychiatric triage 
nursing in Victoria, and also brought to light contemporary practice issues identified by 
the sample as significant to psychiatric triage nursing. The views and opinions expressed 
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by the subjects through both the survey and semi-structured interviews contribute 
valuable insights into the practice world of psychiatric triage nurses. 
9.5 Psychiatric triage nursing: a critical social perspective 
The previous phases of the investigation comprised the initial stages of facilitated 
praxis, whereby psychiatric triage nursing was firstly identified as a 'progressive group', 
and secondly, interpretive understandings of psychiatric triage nursing were developed 
through dialogue with the group about their shared values and meanings, as well as 
through studying the social, political, and historical structures and conditions that were 
influential in its formation (Comstock, 1982). 
The following discussion comprises the dialectical phase of facilitated praxis, in 
which the researcher presents an account of the research that includes critical discourse 
about fundamental contradictions between social conditions, ideology, and practices in 
psychiatric triage nursing. Critical research seeks to explore beyond the surface of social 
systems, and investigate the underlying power structures and interests that dominate and 
motivate its actions (Comstock, 1982). The aim of critical research is to enlighten its 
subjects to a fuller understanding of their position within the system, by bringing to light 
the covert social constraints and injustices to which they are subject (Comstock, 1982). 
Understanding the interests and motivations underpinning the psychiatric triage 
model required critical reflection on the political processes and ideologies in which the 
model is embedded. Government policy and philosophical attitude affect the way health 
matters are managed, and it was therefore necessary to critically examine the influences 
that have prevailed in the development of the policies that support the psychiatric triage 
model (Considine, 1999). 
The literature reviewed for this study established that the psychiatric triage services 
model developed within the context of wider mental health reform in Victoria, in 
particular, the policies of deinstitutionalisation and the ensuing restructuring and 
reorganisation of mental health services. Previous discussion found that the motivations 
for deinstitutionalisation in Victoria were twofold, commencing with the global 
ideological shift that developed over several decades towards the rights of the mentally ill 
(Carpenter, 2000), and later, economic rationalist discourse prominent within the 
Australian government throughout 1980's (Hazelton, 1993). 
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Considine (1999) observed that policies are built around two main overlapping 
concepts: the culture of policy, which is concerned with ideas and values, and political 
economy, which is primarily concerned with resources. Then following discussion 
critically examines both the policy culture and the political economy of the National 
Mental Health Policy (Australian Health Ministers, 1992), which is recognised as 
Australia's ..."official acceptance of the community treatment option" (Hazelton, 1999, 
p.280), and was the central policy underpinning Mainstreaming in Victoria (Health and 
Community Services, 1994a). 
9.5.1 Culture of policy 
Considine (1999) noted that values expressed through the language of policy explain 
and give meaning to its actions and practices. The core values expressed in the National 
Mental Health Policy ( N M H P ) reflect a new paradigm in mental health care, in which the 
focus is on the rights of the mentally ill. The policy confirms the position of community 
mental health care as the future direction of service delivery, and rejects the flawed 
former institutional models of mental health care. The language of the policy reflects a 
concern with equity, and emphasises the need to provide consumers with universal access 
to quality mental health care. A prominent theme of the policy is reducing the social 
stigma associated with mental illness, and promoting mental health in the community. 
The vision for the new mental health system portrayed in the policy is of an integrated, 
coordinated, seamless mental health care service provided by an array of skilled 
professionals working collaboratively within a consumer focused model of care. 
The essential values espoused by the National Mental Health Policy ( N M H P ) such as 
the rights of the consumer, principles of equity, liberty and choice are, without doubt, in 
the best interests of mental health consumers. However, as Considine (1999, p.49) 
pointed out, "political rhetoric is jammed with high-sounding values and anti-values: 
equality, freedom, growth, and so on". Reformist policies that typically aim to improve 
civil rights for social groups, often fail to consider whether a group is able, or effective in 
utilising the opportunities implied in the policy (Considine, 1999). 
Considine observed that policy systems have their own unique cultures, comprised of 
characteristic values, preferences, and patterns of interaction, and these cultures can be 
viewed as strong or weak, depending on their level of communication, participation, 
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involvement, and engagement with all involved subgroups. The literature reviewed for 
this study revealed that historically, the Victorian mental health services have tended to 
respond reactively rather than proactively in addressing mental health issues. The 
literature reviewed in Chapter T w o illustrated h o w in the past, policies of mental health 
reform in Victoria have been hastily implemented following a tide of enquiries and public 
outcry about mental health services, and it would appear that a culture of planning 
retrospectively, rather than with pre-emptive foresight has developed in the culture of 
mental health policy-making systems. 
The researcher contends that current mental health policies such as the N M H P also 
reflect a lack of foresight about h o w the core aims of the policy will be realised. O n the 
surface, the N M H P appears to provide philosophical direction for the future of mental 
health service delivery based on equity and universal access, however, at the same time it 
omits significant detail about h o w the community will be assisted to make the transition 
to assuming the responsibility for their mental health care. Considine (1999) pointed out 
that omission from policy, such as the previously noted example, says as much about 
policy intentions and motivations as inclusions. A n important issue to emerge from the 
interview findings was the subjects' perception that many families are struggling to cope 
with managing mentally ill relatives in the community. Hazelton (1999) made the same 
observation, and suggested that the burden placed on families to become psychiatric 
caregivers was a hidden cost of deinstitutionalisation, citing emotional, material, and 
financial stress as examples of some of the problems families of the mentally ill face. 
A key theme to emerge from the analysis of interview data on the subject's 
perceptions/opinions of the Mainstreaming policy was that the policy "is good in theory", 
but in practice lacks the commitment of material and social support necessary to be fully 
actualised. Interview subjects were entirely supportive of the underlying principles of 
deinstitutionalisation, however highly critical of its implementation, citing lack of 
preparation, resources, and community-based infrastructure to effectively manage mental 
illness in the community. The survey data for Item 29 revealed that the sample did not 
perceive the Mainstreaming policy to have highly benefited any one stakeholder, with 
scores for consumers falling largely in the moderate (44.6%) to low (29.5%) categories. 
Numerous mental health commentators have also made observations about the lack of 
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community infrastructure and support systems in place in the community, and the 
difficulties consumers' experience negotiating and accessing mental health and related 
social services (Armstrong, 2000; Burdekin, 1993; Hazelton, 1995; Trotter Betts & 
Thornicroft, 2001; Yellowlees, 1992). 
9.5.2 Political economy 
There is little dispute that economic discourses played a substantial role in the 
development of the N M H P . Meehan (1995, p. 178) goes as far as to say that ..."the 
implicit driving force underpinning the deinsitutionalisation movement was the brief the 
community care would be less expensive than residential care". Economic discourses led 
to the development of new models and systems of mental health care provision aimed at 
rationalising costs (Carpenter, 2000; Lamb & Bachrach, 2001). 
One of the major outcomes of economic rationalism on perspectives towards health 
has been the introduction of corporate models of healthcare, within which health is 
viewed and managed as a business enterprise, with a primary focus on economic 
productivity (Austin, 2001; Baydon & Sheldon, 1975; Hazelton, 1999). Austin (2001) 
observed that the influence of worldwide free-market forces has resulted in health being 
viewed as a commodity, rather than an entitlement and basic human right. 
In 1996, Health and Community Services (1996a, p.37) clearly stated that future 
approaches to mental health service delivery would be economically focused ..."the next 
steps will bring a businesslike approach to the planning, purchasing and providing of 
those [mental health] services". Hazelton (1999, p.290) described the "managerialist and 
microeconomic reforms" that have taken place in Australian mental health services as the 
"enterprisation of public sector benefits and services". The most obvious manifestation 
of enterprisation in mental health services in Victoria was state-wide psychiatric hospital 
closure and massive bed reduction, the dismantling of the public [mental health] service 
(Kyriakopoulos, 1995), and the subsequent tendering of mental health related services to 
a variety of service providers in the community to create purchaser-provider healthcare 
arrangements (Commonwealth Department of Health and Aged Care, 2000; Health and 
Community Services, 1996b). 
The impact of economic restructuring in Victorian mental health services has 
produced a decentralised arrangement of service provision, which depends to a large 
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extent on the cooperative relationships between multiple government and non-
government agencies (Health and Community Services, 1996b). A s Hazelton (1999, 
p.291) astutely points out, the new paradigm of mental health services assumes that 
service providers comprising community mental health services will work collaboratively 
to achieve the government's mental health goals, however, the government's ability to 
affect control over the individual actions and practices of the wide range of agencies is 
limited, and whether the "government and non-government experts and authorities will 
faithfully implement the mental health reforms can be in no way guaranteed". Trotter 
Betts and Thornicroft's (2001) review of the Second National Mental health Plan 
indicated that for many consumers, the present arrangement of service provision is 
difficult to access due to fragmentation of services, and lack of services, especially in 
rural areas. Armstrong (2000) put forward the opinions of several Australian mental 
health commentators to support the view that economic rationalism has had a detrimental 
impact on mental health services, to the extent where the service is reaching crisis point. 
Economic ideologies also appear to have prevailed in the clinical guidelines for the 
provision of mental health care under the N M H P . The policy's focus on the seriously 
mentally ill, w h o represent only a small percentage of the total population of the 
estimated 30 percent of Australians with a diagnosable mental illness (Sanderson & 
Andrews, 2002), appears to contradict the principles of universal access espoused 
throughout the policy. Grant and Harari's (1996) study observed that the concept of the 
seriously mentally ill has economic or bureaucratic connotations, and implied that the 
quality of mental health care diagnosis and provision may be compromised by the current 
bureaucratic definitions of serious mental illness. 
The issue of what constitutes serious mental illness was clearly an issue for both 
survey respondents and interview subjects, w h o experienced some level of conflict in 
making value judgments about which consumers are more in need of service than others 
within this definition. Several survey respondents suggested that the definition of serious 
mental illness within the Mental Health Act (1986) needs review. The researcher 
contends that the emphasis on the seriously mentally ill in the policy is inherently 
discriminatory towards consumers who have a diagnosed mental illness but are not 
unwell enough within the bureaucratic definition of serious mental illness to meet the 
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criteria for service. The Evaluation of the National Mental Health Strategy (National 
Mental Health Strategy Steering and Evaluation Committee, 1997, p.26) stated that 
without an authoritative definition of serious mental illness, the term is subject to local 
interpretation, and is therefore impossible to audit and determine whether "service 
rationing" is being conducted ethically. 
In summary, there is tension between the competing discourses of culture policy and 
political economy within the N M H P . Ten years after its implementation, it would seem 
that the political economy dimension of the N M H P has emerged as stronger than policy 
culture. The stated ideologies of equity and universal access in a consumer focused 
mental health service put forward in the N M H P would seem to collide with the realities 
of the practice world, where issues such as lack of resources, fragmentation of service, 
reduction of services, is creating doubt as to the commitment of the government to its 
stated aims of creating an equitable, high quality, consumer focused mental health 
service. 
9.5.3 The mental health triage model: whose interests? 
A critical perspective of the mental health triage model must include an exploration 
of whose interests the present arrangement of triage serves. The literature reviewed in 
Chapter T w o located the origins of the triage concept in military medicine, where triage 
systems were used as a method of prioritising scare wartime medical resources to those 
most in need (Mezza, 1992; Winslow, 1982). Thus from its inception, the concept of 
triage has been associated with resource allocation. 
The interview data confirmed that whilst there is some variation in definitions of gate 
keeping amongst nurses, the psychiatric triage model currently in place in Victoria fulfils 
a gate-keeping role, in that triage is the entry point to mental health services, and a 
significant component of psychiatric triage involves resource management. The concept 
of gate keeping developed within the corporate world, and is a widely accepted economic 
strategy for managing business, and more recently, health resources (Halm, Causino & 
Blumenthal, 1997). The use of triage systems that incorporate a gate keeping approach to 
healthcare management appears to be becoming more widespread in developed nations 
(Kevin, 2001; Wilson & Cullen; Yeo, 2002). There is also growing evidence to suggest 
that triage-like services, in particular 'tele-health', or healthcare advice delivered via the 
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telephone are increasingly being used as economically viable options for providing health 
services over large distances to small and large populations (Bleich, 1998; Donaldson, 
2000; Glasper, 1993; Wilson & Cullen, 2001; Yeo, 2002). Clearly, systems of healthcare 
that require only a single operator, and no face-to-face contact offer potential for 
immense economic savings in health (Bleich, 1998; Erdman, 2001). Bleich (1998) 
postulates that nursing operated tele-health call centres will become the future trend for 
increasing healthcare networks service capacity/cover. 
The researcher contends that the single, most dominating interest underpinning the 
present Victorian mental health triage models is economics. It stands to reason that 
following the 75 percent reduction in inpatient mental health beds in Victoria over the 
past decade (Commonwealth Department of Health and Aged Care, 2000), cost effective 
measures had to be taken to address the need for access to mental health services by the 
community of newly deinstitutionalised mentally ill. The discussion in Chapter T w o 
established that psychiatric presentations to the emergency department increased 
significantly with Mainstreaming (Happell et al. 2001; Smart et al. 1999), which further 
demonstrated the need for 24-hour psychiatric service provision. Interview subjects 
concurred that psychiatric triage services were introduced into Area Mental Health 
Services to address the need for consumers and other service providers, such as generalist 
health, to have access to 24-hour psychiatric service. 
It is difficult to see any altruistic interest or ideology present in current Victorian 
single point of entry, gate keeping model of mental health service delivery, other than 
that 'some' service is provided to quell the basic mental health care needs of a small 
percentage of the mentally ill population and their families. Critics of gate keeping 
models of healthcare noted that whilst gate keeping m a y be beneficial in terms of cost 
rationalisation, it also has negative consequences in the clinical realms such as freedom in 
clinical decisions, consumer/provider relationship, appropriate use of hospitalisation, and 
general quality of care (Halm et al. 1997). 
If the intentions stated in the N M H P of creating a consumer focused mental health 
service underpinned by ideals of meeting consumer needs with access to quality mental 
health care have genuine substance, w h y then has the implementation of triage been so 
obviously neglected in terms of resources, research, staff education, training, clinical 
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support and supervision, evaluation, community education, and professional structure? 
The evidence produced by the present investigation showed that the majority of 
psychiatric triage practitioners are nurses w h o have been afforded very little in the way of 
assistance to meet the challenges of psychiatric triage practice. The sample also reported 
a significant lack in important resources such as after-hours medical allocation; 
community based social support services, and staffing. The lack of attention and 
consideration to forward planning for triage services could be viewed as reflecting a 
rather flippant attitude towards the welfare of the recipients and providers of psychiatric 
triage services. 
Is the psychiatric triage model an equitable system of providing community mental 
healthcare for the consumers and providers of mental health services? Are the interests of 
mental health consumers at the centre of the mental health triage model? Or are economic 
ideologies so dominant as to obscure altruistic principles of healthcare? The interview 
data revealed that psychiatric triage nurses are doing their best to provide a quality 
service for consumers despite the constraints on their practice, however, without the 
opinion of all of the key stakeholders in mental health triage, especially consumers, it is 
difficult to categorically answer these questions. From the evidence and insights provided 
by psychiatric triage nurses in the present study, it would appear that the issue of equity 
within the model needs further investigation. 
9.5.4 Psychiatric triage nursing: Emancipation or exploitation? 
The discussion in the previous section established the central interests of the 
psychiatric triage model to be largely economic, so the question must be raised as to the 
position of psychiatric nurses within the present arrangement of mental health triage 
services. Are psychiatric triage nurses being exploited as gate-keepers of a system that 
emphasises economics over caring? 
The discussion in Chapter T w o established that historically, psychiatric nurses have 
been given very little say in the political processes of mental health that impact on service 
delivery (Andrews, 1991; Walsh & Hughes, 1998). The traditional position of psychiatric 
nurses within the hierarchy of the mental health workforce has been at the bottom end, 
dominated by the interests of medicine, psychiatry, and economics (Andrews, 1991; 
Armstrong, 2000). The organisational changes that have occurred within mental health 
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services have not included the perspectives of psychiatric nurses (Clinton, 2001), and the 
implicit expectation has been that nurses will adapt to their new roles without resistance. 
The impact of Mainstreaming and other legislative changes has resulted in 
disenfranchisement, poor morale, uncertainty, and a lack of professional unity and 
cohesiveness for many mental health nurses (Happell, 1998; Hazelton, 1999; Meehan, 
1995; Sands, 1997). It could be considered that in coming from such an undermined 
position, psychiatric nurses have not been empowered to enter the discourses of mental 
health to any great extent, and have therefore been even more susceptible to domination 
from competing ideologies. Nurses in many ways unwittingly assumed the role of the 
gate-keeper in taking on the mental health triage role, in that the resource management 
component required of the role was not explicitly stated, but rather inherently assumed. 
Armstrong (2000) proposed that workforce expectations in mental health are leading 
nurses away from healing, to the position of becoming agents of social control. 
One of the themes to emerge from the second level thematic analysis of the interview 
data was caring versus economics. It is no surprise that tension exists between the two 
paradigms in psychiatric triage nursing practice, as being in the position of the gate-
keeper for the service means that nurses are faced with making ethical choices related to 
the "right" use of resources versus the "right" treatment of the consumer, van Schie and 
Seedhouse (1997) observed that without strong underlying value systems based on 
health/needs, as opposed to economic rationalism, caring and ethical principles can be 
compromised. 
Another significant theme to emerge from both survey and interview data related to 
the position of nurses within the model was the high levels of responsibility in psychiatric 
triage nursing practice. In the present arrangement of triage services the majority of point 
of entry assessment is performed by nurses with very little input from allied staff, and 
insufficient medical support in many sectors. This situation contradicts the position put 
forward in the N M H P , which emphasised a multi-disciplinary approach as the future 
direction for mental health care. The researcher contends that the division of labour 
within the present psychiatric triage model is socially unjust, with nurses being expected 
to assume disproportionate levels of responsibility compared to other disciplines. The 
inequity of this arrangement is even more striking when one considers that nurses are the 
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group with the least power in terms of professional status and political might amongst the 
disciplines, and therefore much less able to protect themselves from exploitation. 
Professional vulnerability was another issue that came to the fore through both the 
interview and survey data. Psychiatric triage nurses were unclear of their legal position 
with regards to misdiagnosis or making an incorrect clinical decision in triage practice, 
which has resulted in some nurses experiencing professional vulnerability in their 
practice. Mitchell (2001) found that accountability in current mental health nursing 
practice is a complex issue requiring further investigation, and Erdman (2001) warned of 
the medico-legal dangers of mental health telephone triage. The legal dimensions of 
mental health triage practice for nurses are not documented anywhere in the literature, 
however Health and Community Services (1994b, p.29) made it patently clear that "each 
person w h o is involved in the treatment of a client is responsible for their actions and 
decisions in dealing with the client". Point of entry assessment and diagnosis is a new 
area of practice for mental health nurses that as yet, remain legally unchallenged. The 
researcher argues that whereas doctors are trained and prepared both legally and 
clinically to accept responsibility and liability for assessment and diagnosis, the domains 
of nursing have historically excluded nurses from these areas of clinical responsibility. Is 
it then a fair and equitable arrangement that expects nurses to assume responsibilities that 
are outside their previous domains of practice without specialist training, education, and 
indemnity arrangements? A n d if nurses must assume higher degrees of responsibility in 
specialist areas of practice, it would seem fair and just to ensure that they are remunerated 
and recognised accordingly. 
The shifting domain of responsibility in psychiatric triage practice was a strong 
theme to emerge through both survey and interview data. It is clear that psychiatric triage 
nursing is traversing traditional medical realms of mental health practice such as entry 
assessment and diagnosis, which superficially implies a shift in power relations. 
However, on further critical examination, it appears that whilst nurses have indeed 
assumed responsibilities that were previously the domain of doctors, they have not 
received any of the benefits usually associated with increases in responsibility and 
positions of power. Thus, it would appear that psychiatric triage nurses are being 
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exploited to provide 'doctor-like' services at far less cost than would be incurred to 
instate 24-hour medical staff state-wide to fulfil triage functions. 
A n important component of critical praxis research involves examining whether the 
progressive group, in this case psychiatric triage nurses, are themselves subject to false 
consciousness, or distorted ideologies that serve to perpetuate their socially unjust 
conditions (Comstock, 1982). In many regards, psychiatric nurses have been pawns in the 
game of organisational change, given little consultation, assistance, resources or support 
to take up the psychiatric triage role, yet expected to shoulder a large portion of the 
responsibility for mental health service delivery. The critical question is, to what extent 
do psychiatric triage nurses contribute to their position of powerlessness within the 
system? 
Benner (1984) and Street (1991) observed that nursing is embedded in its unique 
historical, cultural, and social past, which continues to exert an influence on the present 
culture of nursing. The discussion in Chapter T w o established that psychiatric nurses in 
Victoria have been passive recipients of the changes in mental health services, given very 
little voice in the competing discourses of mental health, and have traditionally been 
subject to medical domination (Hazelton 1993). Clearly, psychiatric triage nurses are 
products of their history and culture, where the established norms dictated firstly that 
nurses have no right to an opinion in the process of change, and secondly that nurses are 
powerless in a system that is dominated by the prevailing interests of medicine and 
economics. 
Whilst m a n y of the interview subjects were critical about aspects of their practice 
world, and could identify some of the constraints on their practice such as lack of 
resources, only one subject of the 139 questioned the equity or fairness of the present 
arrangement of triage. B y accepting the changes forced upon them without resistance or 
critical reflection, psychiatric triage nurses help to maintain their traditional position of 
powerlessness (Comstock, 1982). B y uncritically accepting the dominant economic 
interests underpinning mental health care as normative values for practice, nurses risk 
compromising the integrity of their practice, which hitherto has been guided by the 
normative principles of caring (Austin, 2001; Barker, 2000; Carpenter, 1991). Dominant 
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ideologies such as economic interests will undoubtedly change, shape, and mould the 
core practice values of nursing without some level of resistance from nurses. 
The themes and contemporary issues of psychiatric nursing practice identified 
through the research are not separate entities; they are interrelated, and overlap at the 
juncture of economics. This outcome is not surprising from a facilitated praxis point of 
view, which assumes the totality of advanced capitalism (Comstock, 1982). Economics 
versus caring was a constant theme to emerge throughout both stages of data analysis, 
which further substantiated for the researcher, critical theory's belligerent position on the 
all-pervasive power and influence of the capitalism paradigm. This realisation was a 
significant moment in process of critical scholarship for the researcher, w h o until that 
point viewed the 'totality' aspect of the capitalist paradigm as being somewhat 
overstated. In this sense, the process of critical reflection and resultant realisations about 
the extent to which economics influences health agendas has facilitated the researchers 
practical understanding of a complex critical concept. 
9.6 S u m m a r y 
The discussion in this chapter drew on the findings of the survey and semi-structured 
interviews, as well as current related literature to address the fundamental research 
question, 'what is psychiatric triage nursing? The first section of the discussion presented 
a comprehensive profile of the psychiatric triage nursing workforce in Victoria, including 
a description of the key demographic characteristics of the population, description of the 
experience of the triage role, descriptions of the social dimensions of psychiatric triage, 
and discussion on contemporary issues of concern to the discipline. 
The second section of the discussion focused on presenting a critical account of the 
psychiatric triage model and the nurse's position within this system. Contradictions were 
identified between the ideologies of equity, universal access, and consumer focused 
approaches to mental health care stated in the N M H P , and the actions/realities of the 
practice world in which only a small percentage of the mentally ill population meet the 
bureaucratic definition of the seriously mentally ill, and the emphasis is on rationing 
resources. 
The psychiatric triage model was identified as being heavily aligned with economic 
interests and paradigms, and social injustices were recognised in the present division of 
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labour and responsibilities within the Victorian model. From a critical perspective, 
psychiatric triage nurses could be viewed as having been exploited as cheap labour 
solutions for what is in effect a complex healthcare problem. 
One of the significant outcomes of economic discourses on psychiatric triage nursing 
practice was tension between the traditional culture of caring in psychiatric nursing, and 
the culture of economic rationalism. The discussion brought into focus the importance of 
protecting the culture of ethical, person-centred nursing care from the encroachment of 
economically driven ideologies, which have much potential to undermine and erode 
important nursing values. 
The discussion in the following, final chapter, presents recommendations and 
conclusions developed from the triangulation of all relevant methods and sources of data 
in the investigation. 
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CHAPTER 10 
CONCLUSIONS AND RECOMMENDATIONS 
10.1 Concise s u m m a r y of the thesis 
The fundamental aim of this investigation was to produce a comprehensive, holistic 
definition and description of psychiatric triage nursing in Victoria. It was anticipated that 
the study would firstly contribute specialised knowledge to an under researched area of 
clinical nursing practice, and secondly produce knowledge, evidence and insight about 
psychiatric triage nursing that has potential use in informing policy and further 
development in the discipline. 
A critical conceptual framework of facilitated praxis (Comstock, 1982) was used to 
inform and guide both the direction and the process of the research. The initial phases of 
investigation commenced with an exploration of the evolution of mental health reform in 
Victoria, which contextually located the origins and influences of the reformist policies 
and legislations that lead to the development of the present community based model for 
mental health. The historical development of mental health nursing in Victoria was 
presented in some detail to provide perspective, insight, and facilitate the researcher in 
identifying and understanding discourses, meanings, values, and patterns significant to 
the lifeworld of psychiatric triage nursing (Comstock, 1982; Habermas, 1974). 
In the subsequent phases of the investigation, empirical means were used to generate 
further knowledge and understandings of the subject (Comstock, 1982). The researcher 
worked closely with a focus group of psychiatric triage nurses to firstly gain a deeper 
understanding of the subjects' practice world, and secondly to identify key areas for 
examination through the investigation. The study design incorporated a holistic 
perspective in which quantitative and qualitative methodologies were combined to 
produce current, relevant, descriptive information and in-depth understandings of 
psychiatric triage nursing. A statewide survey (n=139) and follow-up semi-structured 
interviews (n=21) were used to collect practical, technical, and emancipatory 
socio/political data (Habermas, 1974) from psychiatric triage nurses across Victoria. 
The discussion of the findings in the previous chapters met the overall research aims 
by providing an extensive definition and description of psychiatric triage nursing in 
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Victoria, including critical insights and understandings of the competing interests and 
discourses in which mental health triage is embedded. The discussion in the following 
section takes into account the data as a whole, including themes, contemporary issues, 
and critical insights identified in previous chapters to form conclusions and 
recommendations from the study. 
10.2 S u m m a r y of conclusions 
The first conclusion to be drawn from the present investigation is that, despite the 
constraints and difficulties of the psychiatric triage role, the position has offered mental 
health nurses immense opportunities to expand and develop their clinical practice roles. 
Investigation of the nursing role within the model found psychiatric triage nursing to be a 
unique, highly specialised area of mental health nursing practice that primarily involves 
point of entry mental health assessment conducted over several phases, and includes core 
activities such as conducting Mental Status Examination, risk assessment, social 
assessment, diagnosis, and prioritising and planning action/intervention based on the 
urgency/acuity of the presentation. The study established that, whilst the central function 
of psychiatric triage is ostensibly point of entry assessment, the roles and responsibilities 
of mental health triage nursing extend beyond assessment to include a number of 
important functions such as providing ongoing support to consumers in the community, 
providing a link of communication between consumers and the mental health service, 
providing advice and education to the community and other service providers, providing 
psychiatric assessment and consultation for the emergency department, and assisting 
consumers and families to negotiate pathways to care. The extended and expanded roles 
in mental health triage distinguish it from generalist triage models, which typically only 
provide brief medical assessment. 
At the present time, it must be concluded that Victorian psychiatric triage nurses play 
a pivotal role in the current framework for mental health service delivery, in that they 
presently occupy the majority of triage positions, and perform the greater part of all point 
of entry psychiatric assessment in Victoria. To date, the work of psychiatric triage nurses 
has been largely unrecognised, as evidenced by the inconsistent and relatively low wages 
the position currently attracts, and the lack of professional support, recognition and 
status. 
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It was clear from the research findings that there are a number of significant 
contemporary issues affecting psychiatric triage nursing practice, including; the high 
levels stress, responsibility, and decision-making in the role, the lack of community and 
institutional resources, the isolation and lack of psychosocial support to the role, the lack 
of education, supervision, and debriefing, the lack of clarity of triage role definition and 
description in some sectors, and ambiguity about the legal dimensions of the role. 
One of the conclusions drawn from the critical perspectives of the study was that 
conflict exists between the dominant interests of economics underpinning both the 
N M H P and the mental health triage model, and the provision of equitable, ethical mental 
health care. Critical investigation of the socio-political dimensions of the psychiatric 
triage nursing practice world revealed contradictions between the stated ideologies within 
the N M H P of equity, universal access, and quality, consumer-focused mental health care, 
and the practical realities of community mental health care, in which only a small 
percentage of the mentally ill population meet the criteria for service. The psychiatric 
triage services model was found to be embedded in economic rationalist discourses, 
which have given rise to corporate/enterprise models for healthcare such as the gate 
keeping system of health resource management that emphasise economic efficiency. The 
core principles of caring that guide psychiatric nursing practice are at risk of being eroded 
by the requirements of the system to conform to corporate ideals that impose narrow, 
reductionist definitions of mental illness and mental health care. 
Another outcome of the critical analysis of the interview data was that the division of 
labour and responsibilities within the present arrangement of mental health triage services 
is inequitable, with nurses shouldering the majority of the burden of responsibility for 
point of entry assessment, and decisions related to the allocation of resources. The current 
arrangement of triage services relies too heavily on the sole-practitioner, and is 
insufficiently resourced in terms of medical allocation, multi-disciplinary input, and 
nursing staff. 
One of the critical questions raised by the study was to question h o w far psychiatric 
triage nurses perpetuate their position of powerlessness in the current health discourses 
by not questioning the status quo. Although nurses were critical of their present 
conditions in psychiatric triage such as wages and staffing levels, they did not question 
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the justice or rightfulness of either the mental health triage model, or their o w n position 
as the frontline of the Victorian mental health service. B y uncritically accepting the 
conditions and expectations that have been placed on them, psychiatric triage nurses are 
more vulnerable to exploitation by more dominant interests. 
The final conclusion drawn from the study relates to the appropriateness of the 
conceptual framework for the present investigation. The researcher asserts that the critical 
conceptual framework of facilitated praxis was entirely suitable to the needs of this study. 
This flexible approach enabled the researcher to select methods that were well matched 
with the research aims of being able to define and describe the psychiatric triage nursing 
holistically. The critical perspective encouraged the researcher to explore the historical, 
social, practical, technical and political domains of the psychiatric triage nursing 
lifeworld as a part of the process of producing insightful, consciousness raising 
understandings of the subject. The democratic principles of praxis research also enabled 
and facilitated the research subjects to engage in critical reflection on their practice 
world, and thereby commence a dialogue about present social conditions that could result 
in emancipatory action. 
10.3 Recommendations 
Psychiatric triage nursing is still in its infancy in terms of professional definition and 
articulation, and as such, there is much that still needs to be done to develop and refine 
the practice. With the mental health triage system n o w firmly on place as an integral 
component of the new mental health service delivery model, it is vital that strategies are 
put in place to ensure that the conditions of the triage practice world are conducive to 
creating a high quality, equitable service for both the consumers and providers of mental 
health triage services. The following recommendations lead from the previously 
discussed conclusions, and were developed from consideration of all the knowledge 
produced by the present study, and in light of the recommendations put forward by the 
participants themselves. 
10.3.1 Recognise mental health triage nursing as a specialist area of practice 
The first step in developing and improving mental health triage nursing is to have the 
role recognised as a specialist area of practice. The equivalent of this in generalist nursing 
would be the recognition of professional divisions of nursing such as 'intensive care 
261 
nurse' or 'theatre nurse', which denote specialisation. This move would require 
agreement across the state on the role and function of mental health triage, and 
negotiation of an appropriate, uniform level of remuneration befitting the responsibilities 
of the position. The specialist role of independent nursing practitioner m a y need to be 
considered for psychiatric triage nurses with minimal access to medical support, 
especially in mral areas where issues such as access to basic medications are problematic 
due to the lack of medical coverage, which in turn is causing service delays and related 
problems. 
One of the fundamental requirements of specialisation would be the development of 
a body of specialist mental health triage knowledge, which could be used to formulate 
appropriate undergraduate and postgraduate educational curriculum. This would require 
additional studies into mental health triage that could extend on the present lack of mental 
health triage research, and produce knowledge that articulates and defines the discipline 
further 
10.3.2 Develop theoretical models for psychiatric triage nursing practice 
As a part of the process of developing a specialist body of knowledge, it is vitally 
important that a theoretical model for psychiatric triage nursing is formulated to guide 
and inform clinical practice. The present investigation established that only 50 percent of 
the sample of psychiatric triage nurses was aware of using theoretical models to guide 
their practice, and of these, there was a clear lack of uniformity across the sample in the 
types of models used. 
A n important observation to be drawn from the study was that in an increasingly 
complex mental health system, there is tension between the competing interests of 
economic ideologies, and the altruistic ideologies of equitable mental health care. The 
study found that the emphasis on resource management in the present psychiatric triage 
model, and the reductionist definitions of the seriously mentally ill conflict with the 
fundamental principals of caring in mental health nursing. The researcher proposes that it 
is vitally important that nurses take measures to protect the culture of caring in nursing 
from the encroachment of interests that would serve to undermine it. The researcher 
recommends that theoretical models for psychiatric triage nursing practice be formulated 
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without delay, from which standards for triage best practice, agency service guidelines, 
and educational auricular can be developed and implemented across the state. 
In the absence of pre-existing theoretical models, the researcher puts forward the 
following provisional model for psychiatric triage nursing practice, which was developed 
from the knowledge and insights gained through this study. The model presented is in no 
way exhaustive, however it is intended as a starting point, or foundation upon which to 
build more comprehensive and refined theories. Figure 4 presents a diagrammatical 
representation of a provisional model for psychiatric triage nursing practice, which is 
discussed below. 
Figure 4. Toward a model for psychiatric triage nursing practice 
Community resource* 
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Person and community 
At the centre of the model are the core constituents of 'person' and 'community', 
which denote their position as central to psychiatric triage nursing practice. The 
researcher proposes that the primary concerns of psychiatric triage nursing should be 
focused towards the needs of mentally ill as a priority. 
Central activities of practice 
Also included in the core of the model are the central activities of psychiatric triage 
nursing practice, which were identified in the previous chapters as assessment, diagnosis, 
planning/implementing and prioritising action/care based on the level of urgency of the 
presentation. Articulating the core activities of practice within the model is intended to 
provide a more focused definition of the practical dimensions of the role. 
Core concepts underpinning practice 
Figure 4 depicts the core of the model as encircled by the interlinking concepts of 
caring, ethics/legality, advocacy, knowledge, skills, and experience, which were 
identified through the present investigation as being fundamental to quality psychiatric 
triage practice. 
The concept of caring is a fundamental principle of nursing, and any model for 
nursing practice must built around its central tenets of altruism, humanitarianism, and 
benevolence (Barker, 2000; Sarikonda-Woitas & Robinson, 2002). Barker (2000) pointed 
out that caring is central to the consumer's determinant of what constitutes quality care, 
and also central to the nurse-patient relationship. The researcher proposes that if the 
guiding principles of the psychiatric triage nursing model are built on core concepts of 
caring, this will assist nurses in keeping the needs of the mentally ill as a first priority 
when making complex healthcare decisions. 
Nursing models for practice must also be guided by ethical principles, which focus 
on the moral dimensions of caring, and give direction as to what 'ought' to be done in a 
given circumstance (Sines, 1994; Smith & Godfrey, 2002). Whilst the legal 
responsibilities of nursing practice provide direction in terms of accountability, they are 
not prescriptive in guiding nurses to make ethical decisions (Wallace, 1996). Ethical 
choices are fundamentally more personal, and subjective than legal choices, in that they 
are dependent on the individual's values and personal beliefs about what is right or 
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wrong, or good or bad (Sines, 1994; Smith & Godfrey, 2002). The present study 
established that the economic interests underpinning mental health policies and service 
models such as mental health triage give rise to ethical tension in nursing practice. 
Ethical guidelines for triage practice would reinforce the position of the consumer as the 
central focus of healthcare, and guide decision-making by establishing a strong 
professional ethic of doing the 'right' thing, or acting in the best interests of the client. 
Mohr and Horton-Deutsch (2001) pointed out that nurses have a unique caring 
responsibility to society, which is based on the commitment that nurses will act for the 
social good. 
The legal issues of psychiatric triage nursing were also a significant concern for 
triage clinicians. The study identified the need to clarify the legal position of nurses in the 
triage role as a matter of urgency, so that nurses can then make informed decisions about 
their practice. Erdman's (2001) study highlighted the potential legal pitfalls in mental 
health telephone triage, and raised the issue of whether nurses are adequately 
educated/prepared for assuming the high level of responsibility and potential liability of 
the triage role. Clearly, the legal dimensions of nursing practice play a large role in 
guiding and informing practice, and must be included as an integral aspect of a model for 
mental health triage nursing practice. 
The findings of the present study confirmed the importance of the role of advocacy 
in psychiatric triage nursing practice. The present arrangement of mental health services 
was found to be difficult to access and negotiate for some consumers, and nurses have 
developed a strong role in assisting clients to find the appropriate pathways to care. The 
present study also raised concerns that the operational definitions of the seriously 
mentally ill that underpin mental health polices and service guidelines are inherently 
discriminatory, and this has implications for nurses in terms of ensuring the rights of the 
client to fair and just treatment. 
Specialist knowledge is a fundamental requirement of any professional discipline 
(Meleis, 1997). The assumption in mental health triage practice is that nurses will be 
knowledgeable enough to be able to perform a number of complex role functions, such as 
formulating psychiatric diagnoses, and providing pharmaceutical advice to consumers 
living in the community. Psychiatric triage nurses must also develop a considerable 
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amount of specialised knowledge about the regional communities in which they practice, 
especially service structures and social resources that are integral to triage functioning. 
As previously discussed, it is vital that psychiatric triage nurses work toward developing 
a specialist body of triage specific knowledge to inform practice. 
Significant previous experience in mental health nursing was identified through the 
present investigation as being essential in psychiatric triage nursing practice. In mental 
health triage, the expectation is that nurses will be highly familiar with the course and 
pattern of mental illness, and will be experienced enough in making judgements about a 
persons mental status and level of risk to ensure appropriate treatment. Mental health 
nurses in the present study viewed significant previous experience in psychiatric nursing 
to be the single most important pre- requisite for practice. 
Mental health triage is a complex role that requires highly skilled clinicians. Practical 
skills such as telephone skills, mental status assessment skills, interviewing skills, crisis 
management skills, organisational skills, counselling skills, and managerial skills are 
integral to psychiatric triage nursing practice. Skills are attributes that can be learned and 
improved upon, and it is vital that nurses working in triage have opportunities to develop 
specific skills through training schemes and incentives. 
Community resources have been included as an integral component of the psychiatric 
triage nursing model. The present framework for mental health service delivery in 
Victoria has been structured to provide service through a network of community based 
agencies. A fundamental role in mental health triage is referring consumers to appropriate 
community-based services, and thus a model for practice must include community 
resources in the overall schema. The present study confirmed that community resources 
are the 'tools of the trade' in psychiatric triage practice, in that they are vital for effective 
service provision. 
10.3.3 Ongoing education and professional development 
Educational strategies need to be implemented as a matter of urgency in psychiatric 
triage nursing to assist nurses in developing the wide range of mental health knowledge 
that the role demands, such as; mental health assessment across the lifespan, assessment 
drug and alcohol problems, working with suicidal persons, crisis assessment, resource 
management, medical knowledge, cultural knowledge and so on. T o achieve best practice 
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standards in mental health triage, nurses should be supported by the healthcare agency to 
expand their knowledge and skills through incentive schemes such as paid study leave, 
and increased remuneration for relevant courses completed. Educational opportunities 
should be provided in the workplace on a regular and consistent basis, such as relevant 
in-service training, clinical supervision, and professional issues groups. Funding could 
also be made available to support mental health triage nurses to attend relevant 
conferences to increase their professional knowledge base. 
10.3.4 Increase resources 
The study established with some certainty that mental health triage in Victoria is 
under-resourced in several key areas. O f particular concern was the lack of medical 
resources to triage, especially in rural areas. Medical resources were also found to be 
insufficient in m a n y agencies in meeting the demands of the after-hours psychiatric triage 
service. A number of interview subjects made the observation that the demand for 
psychiatric triage services is often higher after-hours, especially on weekends when other 
community services are closed, yet medical and psychiatric support is at its lowest during 
these times. 
Community resources were also found to be lacking in a number of regional areas, 
especially emergency housing for the mentally ill, emergency youth and women's 
services, and drug and alcohol services. Long-term housing for the mentally ill also 
appears to be in short supply, impacting on the rate of homelessness and need for support 
from mental health services (Thomas & McCormack, 1999). Some rural mental health 
services in Victoria were found to have no access at all to social work or a psychology 
services, which is inconsistent with the multi-disciplinary model of care put forward in 
the N M H P . 
The present staffing levels in triage can also be viewed as insufficient, in that there is 
an over-reliance on the sole-practitioner to assume the burden of responsibility. A 
number of interview subjects suggested that triage should be staffed by a minimum of 
two nurses per shift, and thereby spread the workload more equitably. Another issue 
related to insufficient staffing of the position was the difficulty nurses face in trying to 
organise staff cover to enable them to take breaks during the shift, or in organising 
replacement staff for annual leave. 
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10.3.5 Clarify legal implications of psychiatric triage practice for nurses 
At the present time, the legal implications of psychiatric triage nursing remain a grey 
area. The discussion in previous chapters pointed out that there are particular legal 
concerns surrounding the issue of performing mental health assessment over the 
telephone, as well as issues related to the liability of the nurse in the case of misdiagnosis. 
Because mental health triage is a new area of practice for nurses, there is little in the w a y 
of legal precedents or policy direction available to clarify the legal position of nurses. 
The researcher therefore recommends that action be taken immediately to establish 
policies that clearly specify the legal accountability of psychiatric triage nursing, and 
include legal guidelines for practice. It is only fair and reasonable that nurses be made 
aware of the legal responsibilities of the position, so that they m a y make informed 
choices about whether they are prepared to accept the level of liability that the role 
entails. Further to this, the researcher recommends that healthcare agencies consider 
providing psychiatric triage nurses with practice indemnity insurance to protect them 
against the cost of potential personal litigation. Providing indemnity insurance for 
psychiatric triage nurses m a y also provide greater incentives for nurses to take up the 
position. 
10.3.6 Develop a culture of support 
At the present time in Victoria, the majority of triage nurses practice as sole-
practitioners, which inherently means they are cut off from peer support in practice. The 
recurring themes of isolation and lack of psychosocial support in psychiatric triage 
nursing practice leads to the recommendation that formal structures of support be put into 
place to provide nurses with opportunities to discuss their practice with colleagues, 
debrief from stressful incidents, and facilitate learning exchanges. Clinical supervision, 
involvement in regular team meetings, professional issues groups, and team triage 
approaches to rostering are several options that should be explored to address this issue. 
10.3.7 Further research 
The findings of this study suggest that psychiatric triage nursing is still in its infancy 
in terms of professional development, and whilst this study has produced a substantial 
amount of knowledge on the subject, there are many aspects of the practice that require 
further investigation. In particular, there is a need to fully investigate aspects of clinical 
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practice such as; h o w on-the-spot triage decisions are made, what processes are used to 
conduct mental status examination, diagnosis and risk assessment, h o w decisions related 
to resource allocation are made, triage documentation, and issues of accountability. 
Further research should also incorporate the perspectives of other stakeholders in 
psychiatric triage services, such as consumers, general practitioners, the emergency 
department, and non-government organizations, which would provide further insight and 
direction for service development. 
10.4 Implications of the study 
The present investigation produced a considerable amount of knowledge and insight 
about psychiatric triage nursing, and in the process raised a number of critical questions 
and concerns that have implications for the future of psychiatric triage nursing. 
Implications for mental health services 
The findings of the study imply a need for mental health services to review and 
evaluate the present arrangements of triage services. Dialogue needs to be commenced 
between psychiatric triage clinicians, management, the emergency department, and 
consumers to facilitate positive developments in triage services, and address present 
issues and concerns. 
Implications for nursing education 
The discussion in previous chapters suggests that the trend in using triage models for 
healthcare provision is likely to increase in the future, and evidence suggests that nurses 
will continue to play a large role in the provision of triage services. The implications for 
nursing education are clear; curriculum needs to be developed that can adequately 
prepare nurses for mental health triage practice. Triage specific education needs to be 
developed at both undergraduate and postgraduate level, and must incorporate knowledge 
that is grounded in practice. Academic research programs must be developed in 
partnership with mental health agencies to generate high quality knowledge and evidence 
about psychiatric triage practice. 
Implications for mental health policy makers 
The findings of this study suggest that the mental health triage system needs a 
comprehensive review, in which the focus is on evaluating the success of triage as a 
mental health program, and on developing policies to enhance and improve service 
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delivery. Future policy making on matters related to psychiatric triage service provision 
should include the perspectives of psychiatric triage nurses, w h o currently represent the 
majority of the triage workforce, have been directly involved in frontline service 
provision and are therefore in a good position to provide constructive critique of the 
service. 
Mental health policies should reflect underlying principles of equity, in which the 
needs of both consumers and providers of mental health services are emphasised in 
policy making. Definitions of the seriously mentally ill within mental health policies and 
legislations need further clarification and articulation to ensure that persons suffering a 
mental illness are treated equitably. Equitable approaches in policy making would also 
ensure that staffing arrangements, support, and resources to triage were based on actual 
need rather that determined by economic measures. 
10.5 Closure 
The researcher is satisfied that the present investigation met its fundamental aim of 
producing a quality, comprehensive definition and description of psychiatric triage 
nursing in Victoria. The study presented psychiatric triage nursing in the light of its 
historical, political and social origins and influences, as well as in the context of present 
conditions, which has provided an holistic account of the subject 
In praxis research however, the research cycle is incomplete until the educational and 
political action phases of the research are also brought to a conclusion. The researcher is 
committed to actualising the final phases of praxis by disseminating the findings of the 
research to the wider nursing community through conferences and scholarly papers (six 
conferences to date), but most importantly, through participating in collaborative 
programs of education and political action with nurses to improve conditions in the 
practice world of psychiatric triage nursing. Thus far, the researcher has set the 
groundwork for establishing a psychiatric triage nursing professional issues group by 
raising the issue with nurses across the state, w h o were unanimously in favour of taking 
part in such a forum, and also by securing a venue in which to conduct the meetings. At 
the time of writing this conclusion, the researcher had also been approached by the 
Health and Community Services Union, the main industrial body for Victorian 
psychiatric nurses, following presenting the findings of this study at a Victorian 
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psychiatric nursing conference. The union has expressed a strong interest in utilising the 
research findings to negotiate for improved conditions for psychiatric triage nurses, 
which can be viewed as a step forward in the political action phase of praxis research. 
The researcher anticipates that some of the findings attained in this study could be 
used as evidence to argue for improvements in the practice world of psychiatric triage 
nursing, and thereby effect political change to address socially unjust conditions. From a 
praxis research perspective, the present study can be viewed as having facilitated a 
process of consciousness-raising critical reflection on practice amongst psychiatric triage 
nurses, and also enabled a group that has traditionally been omitted from health 
discourses to have a voice. The study raised the level of awareness of social conditions 
and contemporary issues in psychiatric triage nursing, and also put forward 
recommendations for improving practice and conditions. 
Although this study has found that conditions within psychiatric triage nursing in 
Victoria are far from ideal, the researcher asserts that there is much potential opportunity 
for nurses to expand their practices and professional development within the role. O n e of 
the side-effects of the restructuring of mental health services has been that psychiatric 
nurses have been given a much larger stake of clinical responsibilities than in the past. 
Whilst nurses are naturally experiencing some difficulties and challenges adjusting to 
their new roles, it was also very clear from the study that nurses are meeting the 
challenges, and in some cases thriving on the experience. 
The researcher proposes that psychiatric triage practice is a n e w frontier of mental 
health nursing, with immense potential for professional development and specialisation. 
It is imperative that Victorian psychiatric nurses break the pattern of the past, where 
education, practice and policy were largely dictated by other disciplines, and seize the 
opportunity to define the parameters and domains of the discipline themselves. 
Psychiatric triage is as yet largely uncharted waters in terms of research and professional 
development; thus, the opportunity is there for nurses to be at the forefront of 
development in this most dynamic area of mental health care. It is the researchers hope 
that this study will precipitate further research and progress in psychiatric triage nursing. 
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" The new frontier of which I speak is not a set of promises...it is a set of challenges' 
Sen. John F. Kennedy, Los Angeles, 1960. 
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APPENDIX A 
Focus group memo 
Dear Triage Nurse Colleagues, 
My name is Natisha Sands, and I am a nurse-researcher from University of Ballarat. Prior to 
becoming a full-time P h D student, I was employed as a psychiatric triage nurse in a busy sector 
of Melbourne. M y experiences of working in psychiatric triage over three years led m e to believe 
that it was an area of practice that needed investigation, and that was the impetus for m y 
beginning this study. 
As a part of my doctoral studies, I am conducting research into psychiatric/mental health triage 
nursing. M y aim in the study is to gather knowledge and evidence about psychiatric triage that 
will firstly help clarify and define the triage role, and secondly, have the potential to be used for 
future planning and refinement of the discipline. At present, I a m constructing a survey that I 
hope to distribute to triage nurses across the state. I would greatly appreciate some input from 
triage nurses in the formulation of the survey, so that I can ensure that the question content will 
be relevant and pertinent. 
I am planning to organise 2-3 focus groups with psychiatric triage nurses to discuss contemporary 
psychiatric triage practice. The duration of the meetings will be approximately 1 Vz hours, and 
supper will be provided. It would be a good opportunity for some professional collegial exchange, 
and I would be most grateful for your help. If you can offer some assistance, please do not 
hesitate to contact me. M y contact details are below. 
Yours sincerely, 
Natisha Sands R P N (PhD student). 
Contact: 
Natisha Sands 
School of Nursing 
University of Ballarat 
PO Box 663 
Ballarat, Victoria, 
3353. 
(03) 53 279000 
natishasands@bigpond.com 
Research supervisors: 
Dr. Cecil Deans, Principal Supervisor 
Dr. Janine Smith, Associate Supervisor 
School of Nursing 
University of Ballarat 
53 279 672 
292 
APPENDIX B 
VICTORIAN PSYCHIATRIC TRIAGE QUESTIONNAIRE 2000 
(Draft Version) 
Thank you for taking the time to complete this survey. Please follow the written instructions on how to fill in your 
responses to the questions. The instructions are in bold text All information gathered in this questionnaire is 
strictly confidential. 
Section A: Demographic information 
The following section requires you to tick (or write) the appropriate response(s) 
1. What is your age? 
2. What is your gender? 
3. How would you classify the location of your work place? 
Male 
Female 
Metropolitan 
Non metropolitan 
( ) 
( ) 
( ) 
( ) 
4. How would you describe your working environment (triage)? 
Emergency department of a general hospital ( ) 
Community Mental Health Clinic ( ) 
Inpatient Psychiatric Unit ( ) 
Other (please specify) 
5. What level (nursing position) are you currently employed at? 
6. How would you classify your position? 
(Tick all applicable) 
Gr. 1 ( ) 
Gr. 2 ( ) 
Gr. 3a ( ) 
Gr. 3b ( ) 
Gr. 4a ( ) 
Gr. 4b ( ) 
Gr. 5 ( ) 
Gr. 6 ( ) 
Gr. 7 ( ) 
Other 
Permanent ( ) 
Full-time ( ) 
Part-time ( ) 
Casual contract ( ) 
Casual (agency) ( 
nth^r 
7. In an average week, how many hours of triage would you perform?. 
8. How many years of experience as a registered nurse have you had? 
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9. What nursing qualifications do you hold? 
10. What tertiary qualifications do you hold? 
R.P.N 
R.N 
( ) 
( ) 
Diploma ( ) 
Grad. Cert ( ) 
Grad. Dip ( ) 
Bachelor ( ) 
Masters ( ) 
PhD ( ) 
If none go to question 11 
11. What are your areas of experience (post-registration) in mental health nursing? 
(Tick all applicable) 
Acute adult psychiatry 
Child and adolescent psychiatry 
Psychogeriatrics 
Drug and alcohol 
Forensic psychiatry 
Psychiatric rehabilitation 
Community mental health 
Management/administration 
Teaching 
Other (please specify) 
12. H o w were you recruited for your triage position? 
Applied for externally advertised triage position 
Seconded into the position 
Acting' temporarily in the position 
Working in triage as a part of C A T duties 
Working in triage as a part of normal/expected duties 
Other (please specify) 
13. In your role as a triage nurse, are you employed as? 
A triage nurse (no CAT duties, no other duties except triage) ( ) 
A C A T / triage clinician/ nurse ( ) 
A duty-worker based at a community mental health service ( ) 
A psychiatric liaison nurse working in a General hospital ( ) 
Other (please specify) 
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14. What types of shifts /hours do you work? 
(Tick all applicable) Rotating roster 
Fixed shifts 
Business hours, weekdays 
Nightshirt only 
6 hour shift 
8 hour shift 
10 hour shift 
Other 
Section B: Clinical information 
The following section requires you to tick (or write) the appropriate response(s) 
15. When performing the triage role, how do you usually work? 
As a sole practitioner (one person Waging on the shift) 
As a team member (several persons triaging on same shift) 
As a C A T clinician (as part of other C A T duties) 
Other (please specify) 
( ) 
( ) 
( ) 
16. How do you conduct psychiatric assessment on triage clients? 
Only via the telephone ( ) 
Only via face-to-face interview ( ) 
Both ( ) 
17. When you conduct a face-to-face psychiatric assessment interview do you? 
See the client with another staff member ( ) 
See the client alone ( ) 
Both ( ) 
Not applicable ( ) 
18. Has your employer offered you any opportunities for professional development in your triage 
practice? 
Yes ( ) 
No ( ) 
19. If you responded 'yes' above, please specify the nature of the professional development 
20. In your psychiatric triage practice, do you use nursing/psychiatric/other models to underpin 
your practice? 
Yes ( ) 
No ( ) 
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The following section requires you to rate your responses from 1 to 4 (i.e. 1 = none, 
4 s high). Please tick to indicate your response. 
21. H o w would you rate support to the triage role from the following health professionals? 
(i.e. Support defined as; cooperation, willingness to work collaboratively with triage staff, knowledge 
/interest/understanding in psychiatric triage) 
a. 
b. 
c. 
d. 
e. 
Medical officers 
Psychiatrists 
Allied health 
Nursing staff 
Management 
1. None 
( ) 
( ) 
( ) 
( ) 
( ) 
2. low 
( ) 
( ) 
( ) 
( ) 
( ) 
3. Moderate 
( ) 
( ) 
( ) 
( ) 
( ) 
4. High 
( ) 
( ) 
( ) 
( ) 
( ) 
1. None 
( ) 
( ) 
( ) 
( ) 
( ) 
2. Low 
( ) 
( ) 
( ) 
( ) 
( ) 
3. Moderate 
( ) 
( 
( 
( 
( 
) 
) 
) 
) 
4. High 
( ) 
( ) 
( ) 
( ) 
( ) 
22. How would you rate the following experiences in triage? 
a. Level of responsibility 
b. Level of autonomy 
c. Level of decision making 
d. Level of stress 
e. Level of confidence 
23. How would you rate the frequency of the following situations in your triage practice? 
a. Ethical dilemmas 
b. Verbal assault 
c. Physical assault 
d. Conflict with other agencies 
e. Conflict with medical staff 
f. Conflict with management 
1. None 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
2.1 
( 
( 
( 
( 
( 
( 
Low 
) 
) 
) 
) 
) 
) 
3. Moderate 
( ) 
( 
( 
( 
( 
( 
) 
) 
) 
) 
) 
4. High 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
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a. Police 
b. Ambulance 
c. Private psychiatrists 
d. General practitioners 
e. N.G.O healthcare agencies 
1. None 
( ) 
( ) 
( ) 
( ) 
( ) 
2. Low 3. Moderate 4. High 
f. Other public health agencies ( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
25. How would you rate the availability of the following community resources in your region? 
a. 
b. 
c. 
d. 
e. 
Adult emergency accomm. 
Youth emergency accomm. 
Women's refuges 
Counseling services 
Drug and alcohol services 
1. None 
( ) 
( ) 
( ) 
( ) 
( ) 
2. Low 
( ) 
( ) 
( ) 
( ) 
( ) 
3. Moderate 
( ) 
( ) 
( ) 
( ) 
( ) 
4. High 
( ) 
( ) 
( ) 
( ) 
( ) 
26. How would you rate the impact of nurses performing psychiatric triage on the following 
traditional areas of medical dominance? 
a. 
b. 
c. 
d. 
e. 
f. 
g-
Early diagnosis 
Early treatment 
Prescription of medication 
Decision to admit 
Decision to certify 
Decision to discharge 
Decision to use restraint 
1. None 
( ) 
2. Low 3. Moderate 4. High 
( ) ( ) ( ) 
( ) ( 
( ) ( 
( ) ( 
( ) ( 
( ) ( 
( ) ( 
) ( ) 
) ( ) 
) ( ) 
) ( ) 
) ( ) 
) ( ) 
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Section C: Policy information (Mainstreaming and Integration) 
The following section requires you to rate your responses from 1 to 4 (i.e. 1 = zero 4 
=high). Please tick to indicate your response. 
27. How would you rate the effectiveness of the following aspects of Mainstreaming and 
Integration policy (deinstitutionalisation) in your regional sector? 
a. Gate keeping role 
b. Suicide prevention 
c. Timely service delivery 
d. Community support for clients 
e. Home treatment ( C A T , M.ST) 
f. Client satisfaction 
g. Psychiatric triage 
h. Integration with generalist health 
1.(zero) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
2.(low) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
3.(moderate) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
4. (high) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
28. In your opinion, which 'stakeholders' have benefited most from mental health reform (i.e. 
Mainstreaming/deinstitutionalisation)? 
(Please rate from 1-4, i.e. 1 being the least benefit, 4 being the most benefit) 
a. Clients/ consumers 
b. Non-government agencies 
c. Private health care providers 
d. Public health care providers 
Other (please specify) 
1.(zero) 
( ) 
( ) 
( ) 
( ) 
2.(low) 
( ) 
( ) 
( ) 
( ) 
3.(moderate) 
( ) 
( ) 
( ) 
( ) 
4. (high) 
( ) 
( ) 
( ) 
( ) 
29. How would you rate the perceived value of psychiatric triage nurses by the following groups? 
(i.e. how much do you think you are valued by the following groups) 
(Please rate from 1-4) 1 .(zero) 2(low) 
a. The general public ( ) ( ) 
b. Consumers ( ) ( ) 
c. Nursing colleagues ( ) ( ) 
d. Medical staff (incl. Psychiatrists) ( ) ( ) 
e. Allied health ( ) ( ) 
3.(moderate) 4. (high) 
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30. Are there any comments, suggestions or recommendations about psychiatric triage practice 
that you would like to contribute to this 
study?. 
** THANKYOU FOR YOUR VALUABLE PARTICIPATION IN THE QUESTIONNAIRE. 
INVITATION T O PARTICIPATE IN A FOLLOW-UP INTERVIEW 
If you are willing to participate in an in-depth interview about psychiatric triage practice 
please fill in your contact details below. All information gathered in both the questionnaire 
and the follow-up interview is STRICTLY CONFIDENTIAL, tf you do not want to participate 
in the interview, please leave the section below blank and return the questionnaire in the 
self-addressed/ stamped envelope provided. 
NAME 
ADDRESS 
PHONE EMAIL 
For further information please contact 
Natisha Sands (PhD student) 
School of Nursing 
University of Ballarat 
Phone; 53 279 000 (B.H) 
Email: natisha@mail.austasia.net 
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APPENDIX C 
DRAFT PSYCHIATRIC TRIAGE QUESTIONNAIRE 
FEEDBACK SHEET 
1. How long did it take you to complete the questionnaire? 
2. In the section below, please comment on whether the content or wording of the questions should be 
changed (i.e. respond 'no' to indicate no change, and 'yes' - (specify) to indicate the need for change) 
QU.l. 
QU.2. 
QU.3. 
QU.4. 
QU.5. 
QU.6. 
QU.7. 
QU.8. 
a.Content - no 
-yes 
b. Wording - no 
-yes 
a.Content - no 
-yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b.Wording -no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
) 
) specify 
) 
) specify _ 
) 
) specify 
) 
) specify 
) 
) specify 
) 
) specify _ 
) 
) specify 
) 
) specify 
) 
) specify 
) 
) specify 
) 
) specify 
) 
) specify. 
) 
) specify 
) 
) specify _ 
) 
) specify 
) 
) specify _ 
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QU.9. 
QU.10 
QU.ll 
QU.12. 
QU.13. 
a.Content - no 
-yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
a.Content - no 
-yes 
b.Wording -no 
-yes 
a .Content - no 
-yes 
b. Wording -no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU.14. 
a.Content - no 
- yes 
b.Wording -no 
-yes 
QU.15. 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU.16. 
QU.17. 
a.Content - no 
-yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU18. 
QU19. 
a .Content • 
b. Wording 
a .Content 
b. Wording 
QU.20 
QU.21. 
a .Content -
b. Wording 
a .Content -
b. Wording 
no 
yes i 
no 
yes i 
no 
yes 
no 
yes 
no 
•yes i 
-no 
• yes i 
QU. 22. 
QU.23. 
a .Content 
b. Wording 
a .Content 
b. Wording 
QU.24. 
a .Content 
• no 
-yes i 
-no 
-yes 
- no 
-yes i 
-no 
-yes 
- no 
-yes 
-no 
-yes 
no ( 
-yes i 
b. Wording - no 
-yes i 
QU.25. 
a .Content 
b. Wording 
QU.26. 
a .Content 
QU.27. 
b. Wording 
a .Content 
b. Wording 
no 
yes 
no 
-yes i 
no ( 
-yes i 
-no 
-yes i 
- no 
-yes i 
-no 
-yes i 
QU.28. 
a .Content - no ( ) 
-yes( ) specify _ 
b.Wording -no ( ) 
-yes( ) specify, 
QU.29. 
a.Content - no ( ) 
-yes( ) specify 
b. Wording - no ( ) 
- yes ( ) specify 
QU.30 
a.Content - no ( ) 
-yes( ) specify 
b. Wording - no ( ) 
- yes ( ) specify _ 
3. Do you have any further comments or feedback about the questionnaire? 
Natisha Sands (PhD student) 
School of Nursing 
University of Ballarat 
2000 
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APPENDIX D 
Pilot Psychiatric Triage Questionnaire: Summary 
Section A: Demographic information 
Question one asked; 'What is your age?' and a blank space was provided at the end 
of the question for a numerical response. The aim of including the variable 'age' in the 
study was firstly to contribute to the overall description of the psychiatric triage 
workforce (e.g. average age of psychiatric triage nurses), and secondly to enable the 
researcher to examine potential relationships between 'age' other key variables in the 
questionnaire such as 'level of education', and 'experience of confidence in the role'. 
Question two established the respondent's gender, and the response options were 
numerically coded for the purpose of data analysis as '1' signifying males, and '2' 
denoting females. Including the variable 'gender' in the pilot questionnaire assisted the 
researcher firstly in gaining an overall picture of the composition of the psychiatric 
triage-nursing workforce, and secondly to make comparisons between the two groups in 
relation to other key variables in the questionnaire, for example; experience of 
stress/confidence/responsibility, and level of education. 
Question three asked respondents to classify their geographical location, and the 
response options 'metropolitan' and 'non-metropolitan' were numerically coded as '1' 
and '2' respectively. By including this question the researcher assumed that there may be 
variations in the 'practice worlds' of rural and metropolitan psychiatric triage nurses, i.e. 
conditions of employment, work environment, roles and responsibilities. Including the 
variable 'geographical location' enabled the researcher to be able to make comparisons 
between the two groups. 
Question four sought descriptive information about the respondent's work 
environment; four response options were provided including 'Emergency Department of 
a general hospital', 'Community Mental Health Clinic', Inpatient Psychiatric Unit, and 
'Other (please specify)'. The focus group identified the above three response options as 
being the main triage practice settings. The researcher added the 'other' response option 
to accommodate nurses performing triage in settings other than the aforementioned. The 
responses options for question four were numerically coded from one to four in the above 
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order. The aim of this question was to generate further descriptive information about the 
'practice world' of psychiatric triage nurses. 
Question five sought to find out what grading or level nursing position the 
respondent was employed at, and the ten response options provided were; Grades 1,2, 3a, 
3b, 4a, 4b, 5, 6, 7, and 'Other'. The nursing grading/level options used in the pilot 
questionnaire were based on the General Nurses Award of 1991 (Australian Awards 
Website, 2002). The response options were numerically coded from one to ten in the 
above order. The underlying aim of this question was to generate valid data that reflects 
current working conditions in psychiatric triage nursing. Focus group members argued 
that rates of pay for psychiatric triage nurses should be consistent across the state, 
however in their experience this was not the case. This question enables the researcher to 
identify variations that m a y exist in rates of pay for psychiatric triage nurses across the 
state. 
Question six: 'How would you classify your position', sought to find out the 
respondent's employment status. Six response options were provided including 
'Permanent', 'Full-time', 'Part-time', 'Casual contract', 'Casual (agency)', and 'Other', 
and respondents were instructed in bold text to 'Tick all applicable'. Response options 
were coded from one to six in the above order. The aim of this question is to gauge the 
'stability' of the psychiatric triage-nursing workforce. Focus group members reported 
many instances of psychiatric triage being staffed by 'agency nurses', or 'fill-in nurses' 
on short-term contracts. From a critical point of view, it is important to investigate 
social/political aspects of the triage role such as conditions of employment. In many 
ways, the conditions under which one operates (is employed) within a 'system' can be 
viewed as a reflection of wider social and political issues (Morrow & Brown, 1994). 
Question seven established h o w many hours of triage the respondent performs in a 
week; a blank space was provided at the end of the question for a response (numerical 
score). Information elicited from this question m a y be useful in developing selection 
criteria for a purposive sample to participate in the follow-up interviews (e.g. only 
respondents that engage in more than X hours of triage practice per week may 
participate). Data generated from this question will also add to the overall description of 
psychiatric triage nursing by measuring the average amount of nursing hours per week 
spent in triage related activities. 
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Question eight asked; 'How many years of experience as a registered nurse have you 
had? ' and a blank space was provided at the end of the question for a response 
(numerical score). Data generated from this question will provide an overall descript: 
of the level of experience of the psychiatric triage-nursing workforce, essential to 
comprehensive definition and understanding of the discipline. The variable 'level of 
experience' could also be examined in relation to other key variables such as 'experience 
of confidence'. 
Question nine asked what qualification the respondent holds, and the response 
options given were ' 'R.P.N' (registered psychiatric nurse), 'R.N' (registered nurse), and 
'Other'. The response options were coded as 'yes' equals '1' and 'no' equals '2'. In the 
past in Victoria generalist nursing training and psychiatric nursing training were two 
separate disciplines (Healy, 1992). Although this situation changed when hospital-based 
training was replaced by university training more than a decade ago, according to the 
focus group, many older psychiatric nurses retain the title, pay and conditions, and 
separate registration of a registered psychiatric nurse (division three), as opposed to a 
registered general nurse (division one). The average age of the focus group members was 
thirty-nine. If this average age is reflective of the wider psychiatric triage nursing 
population, then it is likely that some triage nurses will be employed as RP.N's. To cater 
for this variation, both 'R..N' and 'R.P.N' were provided as response options, as well as 
'Other' to ensure that the questionnaire was as inclusive as possible. 
Question ten asked; 'What tertiary qualifications do you hold?' (If none go to 
question 11). Six response options were provided including 'Diploma', 'Grad. Cert', 
'Grad. Dip', 'Bachelor', 'Masters', and 'PhD', in the above order. The response options 
were coded as 'yes' equals '1' and 'no' equals '2'. Clearly, establishing the level of 
education of the psychiatric triage nurses was considered to be fundamental to a complete 
description and definition of population. The data generated from this question could also 
be helpful in identifying 'knowledge gaps' in the population. The variable 'level of 
education' m a y also be examined in relation to other key variables in the questionnaire 
such as 'experience of confidence' and 'experience of autonomy'. 
Question eleven enquired about the type of post-registration experience the 
respondent had, e.g.; 'What are your areas of experience (post registration) in mental 
health nursing?' Ten response options were provided in including 'Acute adult 
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psychiatry', 'Child and adolescent psychiatry', 'Psycho-geriatrics', 'Drug and alcohol', 
'Forensic psychiatry', 'Psychiatric rehabilitation', 'Community mental health', 
'Management/administration', 'Teaching', and 'Other' (please specify). The response 
options were coded as 'yes' equals '1' and 'no' equals '2'. The overall aim of this 
question was to generate data that is reflective of the type/range of clinical 
experience/knowledge of the psychiatric triage-nursing workforce. The focus group 
observed that in psychiatric triage practice, the nurse is required to perform psychiatric 
assessment on clients across the lifespan (i.e. youth to aged), especially after business 
hours when other, age-appropriate community services are closed. The general consensus 
amongst focus group members was that nurses must have a broad experience base in 
order to adequately perform the triage role. 
Question twelve asked; 'How were you recruited for your triage position?' The 
response options provided for this question were; 'Applied externally for advertised 
triage position', 'Seconded into the position', 'Acting temporarily in the position', 
'Working in triage as apart of C A T duties', 'Working in triage as a part of 
normal/expected duties', and 'Other (please specify)'. The researcher added the 'other' 
response option to cater for respondents who do not fit in the aforementioned categories. 
The response options were coded as 'yes' equals T and 'no' equals '2'. This question 
sought to establish h o w the respondent came to be practicing triage, that is, what 
percentage of the psychiatric triage nursing workforce are in triage roles by choice (i.e. 
applied for a specified triage position), and those who are engaged in triage activities as a 
part of other nursing duties. The focus group pointed out that in some regional sectors of 
Victoria, nurses are expected to fulfill triage roles within 'normal nursing duties'. The 
example cited by the group to support this statement was the use of ward staff on night 
duty to perform triage functions. 
Question thirteen sought information about the 'type' of triage role the respondent is 
engaged in. The question asked; 'in your role as a psychiatric triage nurse, are you 
employed as? The response options provided were; 'A triage nurse (no C A T duties, no 
other duties except triage)', 'A CAT/triage clinician/nurse', 'A duty-worker based at a 
community mental health clinic', 'A psychiatric liaison nurse working in a general 
hospital', and 'Other'. The researcher added the 'other' response option to allow for 
respondents w h o do not fit in the aforementioned categories. The response options were 
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coded as 'yes' equals '1' and 'no' equals '2'. It is anticipated that the data generated by 
this question will contribute to the overall definition of psychiatric triage nursing through 
an investigation of the different modes of practice across the state. 
Question fourteen asked; 'What type of shifts/hours do you work? (tick all 
applicable)'. This question aimed to contribute to the overall description of psychiatric 
triage by generating data that is relevant to the practical domains of the practice. The 
response options provided were 'rotating roster', 'fixed shifts', 'business hours/ 
weekdays', 'nightshift only', '6 hour shift', '8 hour shift', '10 hour shift', 'Other'. The 
researcher added the 'Other' response option to provide for respondents w h o do not fit in 
the aforementioned categories. The response options were coded as 'yes' equals ' 1' and 
'no' equals '2'. 
Section B: Clinical information 
Section B of the pilot questionnaire commenced with a brief instruction in bold 
text that explains h o w to complete the section; 'The following section requires you to tick 
(or write) the appropriate response(s)'. The first three questions (15-17) in Section B 
were simple closed-ended questions that required the respondent to tick yes/no to set 
response options. Question 18 was a closed- ended question that also required the 
respondent to choose an answer from set response options, however, in the case of a 'yes' 
answer to question 18, the next question (19, a follow-up question) asked the respondent 
to give details about the previous response (specify). This is also the case with questions 
20 and 21, where a positive response to question 20 required the respondent to give 
details in question 21. At the top of page four of the pilot questionnaire is a brief 
explanation in bold text on h o w to complete questions 22 to 27; 'The following section 
requires you to rate your responses from 1 to 4 (i.e. 1 = none, 4= high). Please tick to 
indicate your response'. The instruction indicated to the respondent that the format for 
responding to questions has changed from the previous section. Questions 22 to 27 use 
four scaled-response options ranging from 'none' to 'high'. Following is a brief 
summary of Section B of the pilot questionnaire: 
Question fifteen sought to establish whether the respondent was a sole practitioner, 
or working within a team environment; 'When performing the triage role, how do you 
usually work?' The three set response options were formulated by the focus group, and 
considered to be the most c o m m o n ways of working in triage, and the 'Other' option was 
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added to allow for respondents that m a y be practicing triage activities within other 
nursing roles. The three set response options were l.'As a sole practitioner (one person 
triaging on the shift)', 2.'As a team member (several persons triaging on same shift)', 3. 
'As a C A T clinician (as part of other C A T duties)', and 4. 'Other (please specify)'. The 
aim of this question was to generate further descriptive data about psychiatric triage 
practice. The variables 'sole-practitioner, 'C.A.T clinician' and 'team member' can also 
be examined in relation to variables such as 'experience of responsibility' and 
'experience of autonomy' in the data analysis phase of the project. The response options 
were coded numerically in the above order (from 1 to 4) for the purposes of data analysis. 
Questions sixteen, 'How do you conduct psychiatric assessment on triage clients?' 
sought clarification about some of the practical aspects of the psychiatric triage that 
would be useful to its overall definition and description. The three set responses options; 
1. 'Only via the telephone', 2. 'Only via face-to-face interview' and 3. 'Both' were 
structured to provide respondents with guidance in answering the question. The variables 
'Only via the telephone', and 'Only via face-to-face interview' can also be examined in 
relation to variables such as 'experience of responsibility' and 'experience of stress' in 
the data analysis phase of the project. The response options were coded numerically in 
the above order (from 1 to 3) for the purposes of data analysis 
Question seventeen also sought information about some of the practical aspects of 
psychiatric triage; 'When you conduct a face-to-face psychiatric assessment interview do 
you?' 1. 'See the client with another staff member', 2. 'See the client alone', 3. 'Both', 
and 4. Not applicable (to cater for respondents only engaged in telephone triage). The 
variables 'See the client with another staff member', and 'See the client alone' can be 
examined in relation to other variables such as 'experience of responsibility' and 
'experience of stress' in the data analysis phase of the project. As with the former 
question, the response options were coded numerically in the above order (from 1 to 3) 
for the purposes of data analysis. 
Question eighteen, 'Has your employer offered you any opportunities for 
professional development in your triage practice?' investigated whether respondents had 
received any support from their employers in terms of related education and training 
applicable to triage practice. Data generated from this question was considered useful in 
gauging the level of specialised (triage specific) knowledge in the population, and 
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identifying knowledge gaps. The variable 'professional development' can also be 
examined in relation to other variables such 'experience of confidence'. The response 
options, 'Yes' and 'No' were numerically coded as yes = 1 and no = 2 for the purposes of 
data analysis. 
Question nineteen was a follow-up question from question eighteen; 'If you 
responded 'yes' above, please specify the nature of the professional development', 
several blank lines were provided at the end of the sentence for a written a response. The 
data gathered from this question m a y be useful for identifying and specifying what types 
of professional development have been offered to psychiatric triage nurses, as well as 
identifying possible knowledge gaps. This information m a y be valuable in planning for 
future education and training for psychiatric triage nurses. 
Question twenty required respondents to analyse their practice and determine 
whether or not they use theoretical models to underpin their psychiatric triage nursing: 
'hi your psychiatric triage practice, do you use nursing/psychiatric/other theoretical 
models to guide your practice?'; the set response options provided for this question were 
'yes' and 'no', (yes =1, no = 2). 
Question twenty-one was a follow-up to question twenty, 'If you answered 'yes' to 
the previous question, please specify the theoretical models you use to guide your triage 
practice', several blank lines were provided at the end of the sentence for a written a 
response. The aim of questions 20 and 21 was to generate data that would; a) add to the 
overall description of the population, b) be useful in understanding how psychiatric triage 
nurses approach practice, and c) provide a baseline of knowledge about the theoretical 
structure supporting triage nursing practice. 
Question twenty-two required the respondent to reflect on and rate the level of 
support to the triage role from other disciplines in the mental health team; 'How would 
you rate support to the triage role from the following health professionals; a) medical 
officers, b) psychiatrists, c) allied health (social workers, occupational therapists and 
psychologists), d) nursing staff, and e) management. Support was operationally defined in 
parenthesis next to the question, for example; '(i.e. Support defined as; cooperation, 
willingness to work collaboratively with triage staff)'. The response option for this 
question was a four point rating scale from 'None', 'Low', 'Moderate' to 'High'. The 
responses were numerically coded as 'None'= 0, 'Low' = 1, 'Moderate' = 2, and 'High'= 
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3 for the purposes of data analysis. A s mentioned previously (section 4.4.7), the focus 
group suggested that 'support' or 'lack of support' by related health professionals and 
management was significant to the overall experience of triage. The focus group 
identified the five key mental health team members as being the aforementioned. 
Question twenty-three, 'How would you rate the following experiences in triage; a) 
level of responsibility, b) level of autonomy, c) level of decision making, d) level of 
stress, and d) level of confidence?' investigated some of the more subjective, psycho-
social aspects of performing the triage role that impact on practice. The response option 
for this question was a four point rating scale from 'None', 'Low', 'Moderate' to 'High'. 
The focus group members identified the five aforementioned core 'experiences' as being 
highly significant to clinical triage practice. Data produced from this question may be 
useful in gaining some understanding of h o w nurses are coping with and adapting to 
psychiatric triage roles e.g. measuring variables such as 'level of stress', and 'level of 
confidence'. This question also encouraged respondents to reflect on practice at a deeper 
level, which could be viewed as a 'consciousness raising activity' from the critical 
perspective. 
Question twenty-four presented six potential sources of conflict in psychiatric triage 
practice (as identified by the focus group), and required respondents to rate the frequency 
of their occurrence in practice; 'How would you rate the frequency of the following 
situations in your triage practice; a) ethical dilemmas, b) verbal assault, c) physical 
assault d) conflict with other agencies, e) conflict with medical staff, and f) conflict with 
management? The response option for this question was a four point rating scale from 
'None', 'Low', 'Moderate' to 'High'. The responses were numerically coded as 'None'= 
0, 'Low' = 1, 'Moderate' = 2, and 'High - 3 for the purposes of data analysis. The aim of 
the question was to generate data that in some ways illustrates the level and types of 
conflict experienced by psychiatric triage nurses working within the current service 
delivery model. The question is also well aligned with the critical worldview that 
supports uncovering potential 'injustice' and conflict that m a y be inherent within the 
'system', or in this case practice world (McClaren & Giarelli, 1995). 
Question twenty-five, 'How would you rate the accessibility of the following 
community agencies in your triage experience/ practice; a) Police, b) Ambulance c) 
Private psychiatrists, d) General practitioners, e) N.G.O healthcare agencies, and c) Other 
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public health agencies?' aimed to generate data that reflected the respondent's perception 
of the level of co operation between psychiatric triage services and other community 
services necessary for community mental health care to function optimally. The focus 
group identified 'accessibility' of other community services as being a significant clinical 
practice issue and paramount to providing an effective triage service. The response option 
for this question was a four point rating scale from 'None', 'Low', 'Moderate' to 'High'. 
The responses were numerically coded as 'None'= 0, 'Low' = 1, 'Moderate' = 2, and 
'High'= 3 for the purposes of data analysis. 
Question twenty-six, 'How would you rate the availability of the following 
community resources in your region; a) Adult emergency accommodation, b) Youth 
emergency accommodation, c) Women's refuges, d) Counselling services, and e) Drug 
and alcohol services?' aimed to generate data that reflected the respondent's perception 
of the availability of supportive community resources. The response option for this 
question was a four point rating scale from 'None', 'Low', 'Moderate' to 'High'. The 
responses were numerically coded as 'None'= 0, 'Low' = 1, 'Moderate' = 2, and 'High'= 
3 for the purposes of data analysis. The focus group identified the aforementioned 
community services as being essential in providing the necessary support agencies 
significant to providing effective triage and other community mental health services. The 
responses to both questions twenty-five and twenty-six have the potential to reflect, to 
some degree, the level of 'integration' between triage services and other community 
services and agencies that comprise 'community mental health care', as defined by the 
Mainstreaming policy. 
Question twenty-seven, 'How would you rate the impact of nurses performing 
psychiatric triage on the following traditional areas of medical dominance; a) early 
diagnosis, b) early treatment, c) prescription of medication, d) decision to admit, e) 
decision to certify, f) decision to discharge, and g) decision to use restraint, explored the 
respondent's perception of the impact of the psychiatric triage model; where psychiatric 
assessment, admission, and early treatment is performed by nurses/allied health as 
opposed to only by the doctor as was the case prior to Mainstreaming, on the traditional 
domains of medicine (as mentioned above). The response option for this question was a 
four point rating scale from 'None', 'Low', 'Moderate' to 'High'. The responses were 
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numerically coded as 'None'= 0, 'Low' = 1, 'Moderate' = 2, and 'High'= 3 for the 
purposes of data analysis. 
Section C: Policy information (Mainstreaming and Integration) 
Section C of the pilot questionnaire commenced with a brief instruction on how to 
complete the section; e.g. 'the following section requires you to rate your responses from 
1 to 4 (i.e. 1 = none, 4 = high). Please tick to indicate your response'. 
Question twenty-eight, 'How would you rate the effectiveness of the following 
aspects of Mainstreaming and Integration policy (deinstitutionalisation) in your regional 
sector; a) Gate keeping role, b) Suicide prevention, c) Timely service delivery, d) 
Community support for clients, e) H o m e treatment ( C A T , M.S.T) f) Client satisfaction, 
g) Psychiatric triage, and h) Integration with generalist health, sought data relevant to the 
functioning of some of the key aspects of the Mainstreaming policy. Psychiatric triage 
nurses are well posited to comment on the functionality of these aspects of the policy, as 
they are fundamentally related to triage practice. The response option for this question 
was a four-point rating scale from 'None', 'Low', 'Moderate' to 'High'. The responses 
were numerically coded as 'None'= 0, 'Low' = 1, 'Moderate' = 2, and 'High'= 3 for the 
purposes of data analysis. 
Question twenty-nine, ' In your opinion, which 'stakeholders' have benefited most 
from mental health reform (i.e. Mainstreaming/deinstitutionalisation) (Please rate from 1 
- 4, i.e. 1 being the least benefit, 4 being the most benefit); a) clients/ consumers, b) non-
government agencies, c) private healthcare providers, d) public healthcare providers, and 
'other, please specify', asked respondents to critique Mainstreaming, and decide who has 
benefited least and most from the policy. The question is critical in its intent and focus, in 
that it has the potential to uncover data that may assist in identifying inequity and 
injustices inherent in the model. The response option for this question was a four 
point rating scale from 'None', 'Low', 'Moderate' to 'High'. The responses were 
numerically coded as 'None'= 0, 'Low' = 1, 'Moderate' = 2, and 'High'= 3 for the 
purposes of data analysis. 
Question thirty, 'How would you rate the perceived value of psychiatric triage nurses 
by the following groups, (i.e. h o w much do you think you are valued by the following 
groups); the a) general public, b) consumers, c) nursing colleagues, d) medical staff (incl. 
psychiatrists), e) allied health, and f) management?' asked respondents to consider how 
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the triage role is valued by other 'stakeholders' in the mental health spectrum. The 
response option for this question was a four point rating scale from 'None', 'Low', 
'Moderate' to 'High'. The responses were numerically coded as 'None'= 0, 'Low' = 1, 
'Moderate' = 2, and 'High'= 3 for the purposes of data analysis. Given that psychiatric 
triage is a role that inherently involves a high degree of interaction, co-operation, and 
collaboration with all of the aforementioned stakeholders, it is important to try and gain 
some qualitative insight into the working relationships between the groups. Exploring the 
social relationships and dynamics within the groups that comprise the 'system' is a key 
characteristic of critical research (Held, 1980). This question (perceived value of triage 
by other groups), and question 22 (perceived level of support to triage by other groups), 
aimed to generate data that is in some ways reflective of the current status of the 
relationship between psychiatric triage and the aforementioned stakeholders. This 
question m a y also be useful to the overall description of psychiatric triage nursing from 
the point of view that it raises data related to the 'self image' of the discipline. 
Question thirty-one, and thirty-two asked respondents to identify the strengths and 
weaknesses of psychiatric triage practice; Question thirty-one, 'Briefly list the most 
positive aspects of psychiatric triage nursing', required the respondent to reflect on 
practice and identify, in their o w n words, its strengths. Several blank lines were provided 
for a written response to the question. Question thirty-two, 'Briefly list the most negative 
aspects of psychiatric triage nursing' also required respondents to reflect on practice and 
identify its weaknesses. A s with the above question, several blank lines were provided for 
a written response to the question. 
Question thirty-three offered respondents the opportunity to contribute more 
information to the study; 'Are there any comments, suggestions or recommendations 
about psychiatric triage practice that you would like to contribute to this study'? Ten 
blank lines were provided (as a response guideline) to encourage respondents to 
contribute as m u c h as possible to the study. The rationale for including this question was 
discussed in section 4.4.10 of the paper. 
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PILOT VICTORIAN PSYCHIATRIC TRIAGE QUESTIONNAIRE 
Thank you for taking the time to complete this survey. Please follow the written instructions on how to fill in your 
responses to the questions. The instructions are in bold text. All information gathered in this questionnaire is 
strictly confidential. 
Section A: Demographic information 
The following section requires you to tick (or write) the appropriate response(s) 
1. What is your age? 
2. What is your gender? Male ( ) 
Female ( ) 
3. How would you classify the location of your work place? 
Metropolitan ( ) 
Non metropolitan ( ) 
4. How would you describe your working environment (triage)? 
Emergency department of a general hospital ( ) 
Community Mental Health Clinic ( ) 
Inpatient Psychiatric Unit ( ) 
Other (please specify) 
5. What classification / grade (nursing position) are you currently employed at? 
Gr. 1 
Gr.2 
Gr. 3a 
Gr. 3b 
Gr.4a 
Gr.4b 
Gr. 5 
Gr.6 
Gr. 7 
Other 
6. How would you classify your position? 
(Tick all applicable) 
Permanent 
Full-time 
Part-time 
Casual contract 
Casual (agency) 
Other 
In an average week, how many hours of triage would you perform?. 
8. How many years of experience as a registered nurse have you had? 
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9. What nursing qualifications do you hold? 
R.P.N 
R.N 
Other 
10. What tertiary qualifications do you hold? (tick highest qualification) 
If none go to question 11 
Diploma 
Grad. Cert 
Grad. Dip 
Bachelor 
Masters 
PhD 
11 What are your areas of experience (post-registration) in mental health nursing-? 
fTielc all annlirahlat ' « ' ( ck applicable) 
12. How were you recruited for your triage position? 
Applied for externally advertised triage position 
Seconded into the position 
Acting' temporarily in the position 
Working in triage as a part of O A T duties 
Working in triage as a part of normal/expected duties 
Other (please specify) 
13. In your role as a triage nurse, are you employed as? 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
Acute adult psychiatry ( ) 
Child and adolescent psychiatry ( ) 
Psychogeriatrics ( ) 
Drug and alcohol ( ) 
Forensic psychiatry ( ) 
Psychiatric rehabilitation ( ) 
Community mental health ( ) 
Management/administration ( ) 
Teaching ( ) 
Other (please specify) 
A triage nurse (no C A T duties, no other duties except triage) ( ) 
A C A T / triage clinician/ nurse ( ) 
A duty-worker based at a community mental health service ( ) 
A psychiatric liaison nurse working in a General hospital ( ) 
Other (please specify) 
14. What types of shifts /hours do you work? 
(Tick all applicable) Rotating roster 
Fixed shifts 
Business hours, weekdays 
Nightshift only 
6 hour shift 
8 hour shift 
10 hour shift 
Other 
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Section B: Clinical information 
The following section requires you to tick (or write) the appropriate response(s) 
15. When performing the triage role, how do you usually work? 
As a sole practitioner (one person triaging on the shift) ( ) 
As a team member (several persons triaging on same shift) ( ) 
As a C A T clinician (as part of other C A T duties) ( ) 
Other (please specify) 
16. How do you conduct psychiatric assessment on triage clients? 
Only via the telephone ( ) 
Only via face-to-face interview ( ) 
Both ( ) 
17. When you conduct a face-to-face psychiatric assessment interview do you? 
See the client with another staff member ( ) 
See the client alone ( ) 
Both ( ) 
Not applicable ( ) 
18. Has your employer offered you any opportunities for professional development in your triage 
practice? 
Yes ( ) 
No ( ) 
19. If you responded 'yes' above, please specify the nature of the professional development 
20. In your psychiatric triage practice, do you use nursing/psychiatric/other theoretical models to 
guide your practice? 
Yes ( ) 
No ( ) 
21. If you answered 'yes' to the previous question, please specify the theoretical models you use 
to guide your triage practice 
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The following section requires you to rate your responses from 1 to 4 (i.e. 1 = none, 
4= high). Please tick to indicate your response. 
22. How would you rate support to the triage role from the following health professionals? 
(i.e. Support defined as; cooperation, willingness to work collaboratively with triage staff) 
1. None 2. Low 3. Moderate 4. High 
a. Medical officers 
b. Psychiatrists 
c. Allied health 
d. Nursing staff 
e. Management ( 
23. How would you rate the following experiences in 
1. None 
a. Level of responsibility ( 
b. Level of autonomy ( 
c. Level of decision making ( 
d. Level of stress 
e. Level of confidence 
24. How would you rate the frequency o 
1. None 
a. Ethical dilemmas ( 
b. Verbal assault ( 
c. Physical assault ( 
d. Conflict with other agencies ( 
e. Conflict with medical staff ( 
f. Conflict with management ( 
) ( 
riage? 
. Low 
the following si 
2 
3. Moderate 4. High 
) ( 
) ( 
) ( 
uations in your triage practice? 
Low 3. Moderate 4. High 
) ( 
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25. H o w would you rate the accessibility of the following community agencies in your triage 
experience/ practice? 
a. Police ( 
b. Ambulance ( 
c. Private psychiatrists ( 
d. General practitioners ( 
e. N.G.O healthcare agencies ( 
f. Other public health agencies( 
1. None 
26. How would you rate the availability o 
a. Adult emergency accomm. ( 
b. Youth emergency accomm. ( 
c. Women's refuges ( 
d. Counseling services ( 
e. Drug and alcohol services ( 
2. Low 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
3. Moderate 4. High 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
the following community resources in your region? 
1. None 2. 
( 
( 
( 
( 
( 
Low 
) 
) 
) 
) 
) 
3. Moderate 
( ) 
( ) 
( ) 
( ) 
( ) 
4. High 
( ) 
( ) 
( ) 
( ) 
( ) 
27. How would you rate the impact of nurses performing psychiatric triage on the following 
traditional areas of medical dominance? 
a. Early diagnosis ( 
b. Early treatment ( 
c. Prescription of medication ( 
d. Decision to admit ( 
e. Decision to certify ( 
f. Decision to discharge ( 
g. Decision to use restraint ( 
1. None 2. Low 3. Moderate 4. High 
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Section C: Policy information (Mainstreaming and Integration) 
The following section requires you to rate your responses from 1 to 4 (i.e 1 = zero 4 
=high). Please tick to indicate your response. 
28. How would you rate the effectiveness of the following aspects of Mainstreaming and 
Integration policy (deinstitutionalisation) in your regional sector? 
1.(zero) 2.(low) 3.(moderate) 4. (high) 
( a. Gate keeping role ( 
b. Suicide prevention ( 
c. Timely service delivery ( 
d. Community support for clients ( 
e. Home treatment (CAT, M.S.T) ( 
f. Client satisfaction ( 
g. Psychiatric triage ( 
h. Integration with generalist health ( 
29. In your opinion, which 'stakeholders' have benefited most from mental health re 
Mainstreaming/deinstitutionalisation)? 
(Please rate from 1-4, i.e. 1 being the least benefit, 4 being the most benefit) 
a. Clients/ consumers 
b. Non-government agencies 
c. Private health care providers 
d. Public health care providers 
Other (please specify) 
1.(zero) 
( ) 
( ) 
( ) 
( ) 
2.(low) 
( ) 
( ) 
( ) 
( ) 
3.(moderate) 4 
( ) ( 
( ) ( 
( ) ( 
( ) ( 
brm (i.e. 
high) 
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30. H o w would you rate the perceived value of psychiatric triage nurses by the following groups? 
(i.e. how much do you think you are valued by the following groups) P ' 
1.(zero) 2.(low) 3.(moderate) 4. high) 
a. The general public 
b. Consumers 
c. Nursing colleagues 
d. Medical staff (ind. Psychiatrists) 
e. Allied health 
f. Management 
31. Briefly list the most positive aspects of psychiatric triage nursing 
32. Briefly list the most negative aspects of psychiatric triage nursing 
33. Are there any comments, suggestions or recommendations about psychiatric triage practice 
that you would like to contribute to this study? 
* THANKYOU FOR YOUR VALUABLE PARTICIPATION IN THE QUESTIONNAIRE. ** 
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INVITATION T O PARTICIPATE IN A FOLLOW-UP INTERVIEW 
C O N S E N T F O R M 
If you are willing to participate in an in-depth interview about psychiatric triage practice, 
please fill in your contact details below and include this form in one of the return/paid 
envelopes, separate from the questionnaire. All information gathered in both the 
questionnaire and the follow-up interview is STRICTLY CONFIDENTIAL. If you do not want 
to participate in the interview, please leave the section below blank and return just the 
questionnaire in the self-addressed/ stamped envelope provided. 
I give m y consent by signing this form on the understanding that the research study will be carried 
out in a manner conforming with the principles set out by the National Statement on Ethical 
Conduct in Research Involving Humans, and understand that; 
• The research program in which I a m being asked to participate has been explained fully to 
m e in writing, and any matters on which I have sought information have been answered to 
m y satisfaction. 
• all information I provide (including questionnaires) will be treated with the strictest 
confidence and data will be stored separately from any listing that includes m y name and 
address 
• aggregated results (only) will be used for research purposes and may be reported in 
scientific and academic journals 
• I a m free to withdraw m y consent at any time during the study in which event m y 
participation in the research study will immediately cease and any information obtained 
from it will not be used. 
NAME 
ADDRESS 
PHONE ..EMAIL 
For further information please contact 
Natisha Sands (PhD student) 
School of Nursing 
University of Ballarat 
PO B O X 663, Ballarat, 
Victoria, 3353 
Phone; 53 279 000 (bh) 
Email: natisha@mail.austasia.net 
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APPENDIX E 
Natisha Sands 
School of Nursing 
University of Ballarat 
PO Box 663 
Ballarat, Victoria, 
3353 
To the Manager, Community Mental health Services, 
My name is Natisha Sands and I am a PhD student from the University of Ballarat. As a part of 
m y doctoral studies, I a m undertaking research in the area of psychiatric triage nursing practice 
across the state of Victoria. The title of the research project is 'Psychiatric Triage Nursing: The 
new frontier'. 
I have received ethics approval to conduct the research from the University of Ballarat ethics 
committee, and a m writing to you to request permission to conduct a pilot test of the survey 
questionnaire with nurses in your community mental health agency. I would greatly appreciate 
any assistance you could give m e with this matter. 
The pilot test would involve the researcher leaving the pilot tests/feedback sheets, envelopes, and 
a return box at your agency for a period of four weeks, after which time the researcher would 
return to collect the return box and leftover pilot tests. The pilot test kit would need to be placed 
in an area where community mental health nurses could have easy access to it. 
If you wish to discuss any aspect of the project further, please feel free to contact me at the 
contact details below, 
Yours sincerely, 
Natisha Sands RPN (PhD student). 
Research supervisors: 
Dr. Cecil Deans, Principal Supervisor 
Dr. Janine Smith, Associate Supervisor 
School of Nursing 
University of Ballarat 
53 279 672 
Contact: 
Natisha Sands 
School of Nursing 
University of Ballarat 
PO Box 663 
Ballarat, Victoria, 
3353. 
(03) 53 279000 
natishasands@bigpond.com 
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APPENDIX F 
Natisha Sands 
School of Nursing 
University of Ballarat 
PO Box 663 
Ballarat, Victoria, 
3353 
Dear Colleagues, 
My name is Natisha Sands and I am a PhD student from the University of Ballarat. As a part of 
m y doctoral studies, I a m undertaking research in the area of psychiatric triage nursing practice 
across the state of Victoria. The title of the research project is 'Psychiatric Triage Nursing: The 
new frontier'. 
At present, I am in the process of testing the quality of a survey questionnaire that I have 
developed in collaboration with a focus group of psychiatric triage nurses. I would appreciate 
some assistance in testing the tool with a group of community mental health nurses, to ensure the 
questionnaire is as valid, relevant, and 'user friendly' as possible before administering it to 
psychiatric triage nurses across the state. 
The pilot test and feedback sheet will take approximately 35 minutes of your time to complete. 
You are not required to identify yourself in any way on the pilot test. If you wish to participate in 
the pilot test, please complete one of the attached pilot tests and accompanying feedback sheets, 
place it in the envelope provided, and then put it in the pilot test box that is located in the 
community mental health nursing office. 
If you wish to discuss any aspect of the project further, please do not hesitate to contact me at the 
contact details below. Once again, I would greatly appreciate any assistance you can give me, 
Yours sincerely, 
Natisha Sands RPN (PhD student) 
Contact: 
Natisha Sands 
School of Nursing 
University of Ballarat 
PO Box 663 
Ballarat, Victoria, 
3353. 
(03) 53 279000 
natishasands@bigpond.com 
Research supervisors: Dr. Cecil Deans, Principal Supervisor, and Dr. Janine Smith, Associate Supervisor. 
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APPENDIX G 
PILOT PSYCHIATRIC TRIAGE QUESTIONNAIRE 
FEEDBACK SHEET 
1. How long did it take you to complete the questionnaire? 
2. Is there anything in the layout /presentation of the questionnaire that you think should be changed? 
3. Please describe any difficulties you had completing the questionnaire 
4. In the section below, please comment on whether the content or wording of the questions should be 
changed (i.e. respond 'no' to indicate no change, and 'yes' - (specify) to indicate the need for change) 
QU.l. 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU.2. 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU.3. 
QU.4. 
a .Content - no 
- yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
- yes 
QU.5. 
a.Content - no 
- yes 
b.Wording -no 
-yes 
QU.6. 
a.Content - no 
-yes 
b. Wording - no 
- yes 
) 
) specify 
) 
) specify. 
) 
) specify 
) 
) specify. 
) 
) specify 
) 
) specify. 
) 
) specify 
) 
) specify 
) 
) specify 
) 
) specify. 
) 
) specify 
) 
) specify. 
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QU.7. 
QU.8. 
QU.9. 
QU.10 
QU.ll 
QU.12. 
QU.13. 
a .Content - no 
-yes 
b. Wording - no 
-yes 
a.Content - no 
-yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
a.Content - no 
-yes 
b. Wording - no 
-yes 
a.Content - no 
-yes 
b. Wording - no 
-yes 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU.14. 
a.Content - no 
-yes 
b. Wording - no 
-yes 
QU.15. 
a .Content - no 
-yes 
b. Wording - no 
- yes 
) specify 
specify 
I specify 
i specify 
i specify 
i specify 
i specify 
i specify. 
| specify _ 
i specify. 
i specify. 
I specify 
I specify 
' specify _ 
I specify _ 
I specify _ 
' specify _ 
I specify _ 
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QU.16. 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU.17. 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU 18. 
a.Content - no ( 
-yes 
b. Wording - no 
-yes 
QU19. 
a .Content - no ( 
-yes 
b. Wording - no 
-yes 
QU.20 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU.21. 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU. 22. 
a.Content - no 
-yes 
b. Wording - no 
-yes 
QU.23. 
a .Content - no 
-yes 
b. Wording - no 
-yes 
QU.24. 
a.Content - no ( 
-yes 
b. Wording - no 
-yes 
QU.25. 
a .Content - no 
-yes 
b. Wording - no 
-yes 
) 
) specify 
) 
) specify. 
) 
) specify 
) 
) specify 
) 
) specify 
) 
) specify. 
) specify 
) 
) specify. 
) 
) specify 
) 
) specify _ 
) 
) specify 
) 
) specify. 
) 
) specify 
) 
) specify. 
) 
) specify 
) 
) specify. 
) 
) specify 
) 
) specify _ 
) 
) specify 
) 
) specify _ 
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QU.26. 
a.Content -
b. Wording 
QU.27. 
a .Content 
b. Wording 
QU.28. 
a .Content 
b. Wording 
QU.29. 
a .Content 
b. Wording 
QU.30 
a .Content 
b. Wording 
QU31 
a .Content 
b. Wording 
QU32 
a .Content 
b. Wording 
QU33 
a .Content 
b. Wording 
no ( 
-yes ( 
-no ( 
-yes( 
- no ( 
-yes( 
-no ( 
-yes ( 
- no ( 
-yes( 
-no ( 
-yes ( 
- no ( 
-yes ( 
-no ( 
-yes( 
- no ( 
-yes( 
-no ( 
-yes ( 
- no ( 
-yes ( 
-no ( 
- yes ( 
• no ( 
-yes ( 
-no ( 
- yes ( 
• no ( 
-yes ( 
-no ( 
-yes ( 
) 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
) specify 
5. Do you have any further comments or feedback about the questionnaire? 
T H A N K Y O U F O R Y O U R V A L U A B L E ASSISTANCE!!!!!!!!!!!! 
Natisha Sands (PhD student) 
School of Nursing 
University of Ballarat 
2001 
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APPENDIX H 
VICTORIAN PSYCHIATRIC TRIAGE QUESTIONNAIRE 
Thank you for taking the time to complete this survey. Please follow the written instructions on how to fill in your 
responses to the questions. The instructions are in bold text. All information gathered in this questionnaire is 
strictly confidential. 
Section A: Demographic information 
The following section requires you to tick (or write) the appropriate response(s) 
1. What is your age? 
2. What is your gender? Male ( ) 
Female ( ) 
3. How would you classify the location of your work place? 
Metropolitan ( ) 
Non metropolitan ( ) 
4. How would you describe your working environment (triage)? 
Emergency department of a general hospital ( ) 
Community Mental Health Clinic ( ) 
Inpatient Psychiatric Unit ( ) 
Other (please specify) 
5. What classification / grade (nursing position) are you currently employed at? 
Gr. 1 
Gr. 2 
Gr. 3a 
Gr.3b 
Gr. 4a 
Gr.4b 
Gr. 5 
Gr. 6 
Gr.7 
Other 
6. How would you classify your position? 
(Tick all applicable) 
Permanent 
Full-time 
Part-time 
Casual contract 
Casual (agency) 
Other 
7. In an average week, how many hours of triage would you perform?. 
8. How many years of experience as a registered nurse have you had? 
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9. What nursing qualifications do you hold? 
R.P.N 
R.N 
Other 
10. What tertiary qualifications do you hold? (tick highest qualification) 
If none go to question 11 
Diploma 
Grad. Cert 
Grad. Dip 
Bachelor 
Masters 
PhD 
11 What are your areas of experience (post-registration) in mental health nursing? 
(Tick all anniuhe » ' (Tick all applicable) 
12. H o w were you recruited for your triage position? 
Applied for externally advertised triage position 
Seconded into the position 
Acting' temporarily in the position 
Working in triage as a part of O A T duties 
Working in triage as a part of normal/expected duties 
Other (please specify) 
13. in your role as a triage nurse, are you employed as? 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
Acute adult psychiatry ( ) 
Child and adolescent psychiatry ( ) 
Psychogeriatrics ( ) 
Drug and alcohol ( ) 
Forensic psychiatry ( ) 
Psychiatric rehabilitation ( ) 
Community mental health ( ) 
Management/administration ( ) 
Teaching ( ) 
Other (please specify) ^ ^ 
A triage nurse (no C A T duties, no other duties except triage) ( ) 
A O A T / triage clinician/ nurse ( ) 
A duty-worker based at a community mental health service ( ) 
A psychiatric liaison nurse working in a General hospital ( ) 
Other (please specify) 
14. What types of shifts /hours do you work? 
(Tick all applicable) Rotating roster 
Fixed shifts 
Business hours, weekdays 
Nightshirt only 
6 hour shift 
8 hour shift 
10 hour shift 
Other 
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Section B: Clinical information 
The following section requires you to tick (or write) the appropriate response(s) 
15. When performing the triage role, how do you usually work? 
As a sole practitioner (one person triaging on the shift) ( ) 
As a team member (several persons triaging on same shift) ( ) 
As a O A T clinician (as part of other O A T duties) ( ) 
Other (please specify) 
16. How do you conduct psychiatric assessment on triage clients? 
Only via the telephone ( ) 
Only via face-to-face interview ( ) 
Both j ) 
17. When you conduct a face-to-face psychiatric assessment interview do you? 
See the client with another staff member ( ) 
See the client alone ( ) 
Both ( ) 
Not applicable ( ) 
18. Has your employer offered you any opportunities for professional development in your triage 
practice? 
Yes ( ) 
No ( ) 
19. If you responded 'yes' above, please specify the nature of the professional development 
20. In your psychiatric triage practice, do you use nursing/psychiatric/other theoretical models 
(such as the medical model) to guide your practice? 
Yes . ( ) 
No ( ) 
21. If you answered 'yes' to the previous question, please specify the theoretical models you use 
to guide your triage practice 
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The following section requires you to rate your responses from 1 to 4 (i.e. 1 = none, 
4= high). Please tick to indicate your response. 
22. H o w would you rate support to the triage role from the following health professionals? 
(i.e. Support defined as; cooperation, willingness to work collaboratively with triage staff) 
1. None 2. Low 3. Moderate 4. High 
a. Medical officers 
b. Psychiatrists 
c. Allied health 
d. Nursing staff 
e. Management ( 
23. H o w would you rate the following experiences in 
1. None 
a. Level of responsibility ( 
b. Level of autonomy ( 
c. Level of decision making ( 
d. Level of stress 
e. Level of confidence 
24. H o w would you rate the frequency o 
1. None 
a. Ethical dilemmas ( 
b. Verbal assault ( 
c. Physical assault ( 
d. Conflict with other agencies ( 
e. Conflict with medical staff ( 
f. Conflict with management ( 
) ( 
rtage? 
Low 3. Moderate 4. High 
the following si 
2 
) ( 
uations in your triage practice? 
Low 3. Moderate 4. High 
) ( 
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25. How would you rate the accessibility of the following community agencies in your triaae 
experience/practice? ' ~ " 
a. 
b. 
c. 
d. 
e. 
f. 
Police 
Ambulance 
Private psychiatrists 
General practitioners 
N.G.O healthcare agencies 
1. None 
( ) 
( ) 
( ) 
( ) 
( ) 
Other public health agencies( ) 
2. 
( 
( 
( 
( 
( 
( 
Low 
) 
) 
) 
) 
) 
) 
3. Moderate 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
4. 
( 
( 
( 
( 
( 
( 
Hi 
) 
) 
) 
) 
) 
) 
26. How would you rate the availability of the following community resources in your region? 
a. 
b. 
c. 
d. 
e. 
Adult emergency accomm. 
Youth emergency accomm. 
Women's refuges 
Counseling services 
Drug and alcohol services 
1. 
( 
( 
( 
( 
( 
None 
) 
) 
) 
) 
) 
2. 
( 
( 
( 
( 
( 
Low 
) 
) 
) 
) 
) 
3. 
( 
( 
( 
( 
( 
Moderate 
) 
) 
) 
) 
) 
4. 
( 
( 
( 
( 
( 
High 
) 
) 
) 
) 
) 
27. How would you rate the impact of nurses performing psychiatric triage on the following 
traditional areas of medical dominance? 
1. None 
a. Early diagnosis ( 
b. Early treatment ( 
c. Prescription of medication ( 
d. Decision to admit ( 
e. Decision to certify ( 
f. Decision to discharge ( 
g. Decision to use restraint ( 
2. Low 3. Moderate 4. High 
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Section C: Policy information (Mainstreaming and Integration) 
The following section requires you to rate your responses from 1 to 4 (i.e. 1 • none, 4 
=high). Please tick to indicate your response. 
28. How would you rate the effectiveness of the following aspects of Mainstreaming and 
Integration policy (deinstitutionalisation) in your regional sector? 
a. Gate keeping role 
b. Suicide prevention ( 
c. Timely service delivery ( 
d. Community support for clients ( 
e. Home treatment (OAT, M.S.T) ( 
f. Client satisfaction ( 
g. Psychiatric triage ( 
h. Integration with generalist health ( 
1.(none) 
( 
2.(low) 3.(moderate) 4. (high) 
( ) 
29. In your opinion, which 'stakeholders' have benefited most from mental health reform (i.e. 
Mainstreaming/deinstitutionalisation)? 
(Please rate from 1-4, i.e. 1 being the least benefit, 4 being the most benefit) 
a. Clients/ consumers 
b. Non-government agencies 
c. Private health care providers 
d. Public health care providers 
Other (please specify) 
1.(none) 
( ) 
( ) 
( ) 
( ) 
2.(low) 
( ) 
( ) 
( ) 
( ) 
3.( 
( 
( 
( 
( 
moder? 
) 
) 
) 
) 
tte) 4. (hig 
( ) 
( ) 
( ) 
( ) 
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30. H o w would you rate the perceived value of psychiatric triage nurses by the following groups? 
(i.e. how much do you think you are valued by the following groups) 
1.(none) 2.(low) 3.(moderate) 4. (high) 
a. The general public 
b. Consumers 
c. Nursing colleagues 
d. Medical staff (incl. Psychiatrists) 
e. Allied health 
f. Management 
31. Briefly list the most positive aspects of psychiatric triage nursing 
32. Briefly list the most negative aspects of psychiatric triage nursing 
33. Are there any comments, suggestions or recommendations about psychiatric triage practice 
that you would like to contribute to this study? 
** THANKYOU FOR YOUR VALUABLE PARTICIPATION IN THE QUESTIONNAIRE. 
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INVITATION TO PARTICIPATE IN A FOLLOW-UP INTERVIEW 
C O N S E N T FORM 
If you are willing to participate in an in-depth interview about psychiatric triage practice, 
please fill in your contact details below and include this form in one of the return/paid 
envelopes, separate from the questionnaire. All information gathered in both the 
questionnaire and the follow-up interview is STRICTLY CONFIDENTIAL. If you do not want 
to participate in the interview, please leave the section below blank and return just the 
questionnaire in the self-addressed/ stamped envelope provided. 
I give my consent by signing this form on the understanding that the research study will be carried 
out in a manner conforming with the principles set out by the National Statement on Ethical 
Conduct in Research Involving Humans, and understand that; 
• The research program in which I am being asked to participate has been explained fully to 
me in writing, and any matters on which I have sought information have been answered to 
my satisfaction. 
• all information I provide (including questionnaires) will be treated with the strictest 
confidence and data will be stored separately from any listing that includes my name and 
address 
• aggregated results (only) will be used for research purposes and may be reported in 
scientific and academic journals 
• I am free to withdraw my consent at any time during the study in which event my 
participation in the research study will immediately cease and any information obtained 
from it will not be used. 
NAME 
ADDRESS 
PHONE EMAIL 
For further information please contact 
Natisha Sands (PhD student) 
School of Nursing 
University of Ballarat 
PO BOX 663, Ballarat, 
Victoria, 3353 
Phone; 53 279 000 (bh) 
Email: natisha@mail.austasia.net 
336 
APPENDIX I 
HUMAN RESEARCH ETHICS COMMITTEE - APPLICATION AND APPROVAL LETTER 
Human Research Ethics Committee 
Outcome of Meeting N*.00/EM08 Held on Thursday, 6 July 2000 
Ethics clearance for the recently submitted application is as follows: 
Project N 
Project Type 
Title 
Associate Researchers) 
Principal Researchers) C Deans 
School Nursing 
00/88 
RP - Category B: Research Project 
Psychiatric nursing: the new frontier 
NSands 
HREC Decision With Provisions, Approved 
HREC Comment 
Resub Comment 
Project Start . 
Project End 
Approved With the following provisions: 
* Approval must be obtained form Vic Healthcare 
Networks . ' . . . . . . 
• questionnaire* should be sent bade to the researcher. 
•Committee suggest the request re agreeing to take part 
In follow up interview goes at m « DOtt^nof the consent 
fSfttt% rtoton the questionnaire; Thus should then be 
* CommK^ae suggest mCW«*t^ 10 add "tick Just highest 
qualification- and also move the bottom line - "If none ..." 
to top of the column. 
* In the letter to the Director of Nursing include "consent 
form" Jn package details In paragraph 3. 
* fejep^c^e^umbor jatlrte b o t ^ 
w o ^ n u h i b ^ i ^ ^ s m e number of researcher. 
Before beginning tfils project please provide executive 
Officer with detail* Of flow the above Issites have been 
addressed. . ";-••'-,- ^••~" "".-
07/07/2000 
30/03/2002 
Vours Sincerely 
S a. £^&> 
SALLY BOYLE 
Executive Officer 
Human Research Ethics Committee 
Friday, 7 My 2000 {MWdbriPK^/EK™(i>)W*b>i «<fecftfan4 
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HUMAN RESEARCH ETHICS COMMITTEE (HREC) 
ANIMAL EXPERIMENTATION ETHICS COMMITTEE (AEEC) 
PROJECT APPLICATION 
Application Committee • box 
Humans {attach Schedule A) 
Humans (attach Schedule A) 
Teaching Project (attach Schedule B) 
Teaching Project (attach Schedule B) 
Animals (attach Schedule C) 
PROJECT DETAILS 
HREC Full Committee (original * 14 copies) 
HREC Executive Committee (original + 3 copies) 
HREC Full Committee (original * 14 copies) 
HREC Executive Committee (original • 3 copies) 
AEEC (original * 9 copies) 
u 
X 
D 
• 
• 
Title of Research Project Psychiatric Nursing: The new frontier. 
Person (s) Making Submission: 
Natisha Sands 
; Cecil Deans _ 
School: Nursing 
This Application is Made For 
Telephone Number 
52542 601 
53279 
. name 
Small 
natisha@mail.austasia.net 
e.deans@ballaratedu.au 
• box 
• •*••••••••*••• • *•• •**••*•• e .e'.ie -•*•». •»*-«• mm mm * « •••••»•••••••• 
« • • • • • • • • • • • • • • • • • • • • • • 
Research :t>y a m e m b e r of U B staff 
Research by a postgraduate student' Natisha Sands .................................. 
.Research by an undergraduate student .........:.................^ .,1.......... 
Teaching Project for class use 
Application Date: 23/6/00 ...*....*.. 
Proposed Commencement Date: following university/hospital ethics approval 26/6/00 
Proposed Completion Date: March 2002............i.,;........................»...—•• 
• . . . • . • • » . « • • • • » • . • • • • • • • . . • « . » » • « « « . 
• 
X 
•• 
D 
PROJECT DESCRIPTION 
1. Aims/research question(s). of the project 
This project will investigate contemporary models df psychiatric nursing practice fin 
particular psychiatric triage nursing) that have been implemented as a result of Victorian 
mental health reform (i.e. Mainstreaming and Integration Policy). The central aim of the 
study is to comprehensively define and describe psychiatric triage nursing practice in 
Victoria in order to generate useful and valid data on which to base future planning and direction 
in the discipline. 
itirrt nrrrr»j»< i\mn iiim 
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2. Participants. Provide a brief description of the participants/subjects, the sample size the 
source of participants, and the means by which they will be recruited/collected. 
The project will investigate the total population of psychiatric triage nurses practising 
in Victoria. Following ethics approval from Victorian Healthcare Networks, mental 
health agencies across Victoria employing psychiatric triage nurses will be approached via 
mail to request permission for the researcher to conduct a psychiatric triage nursing survey. 
Following permission from the agency to conduct the survey, a bundle containing copies of 
the Questionnaire. Plain Language statement introductory letter, reply paid envelope, and 
covering letter (requesting the surveys be forwarded on to the triage department) will be sent to 
each agency. A follow-up call will be made to the agency to ensure the documents were received. 
All research protocol and procedure stipulated by the Healthcare networks/agencies will 
be strictly adhered to. 
Procedure. In the case of h u m a n subjects, please provide a description of what participants win 
be asked to do, materials or equipment that will be used. Who wUI collect the data, and where data 
collection will take place. If a questionnaire will be used, attach a copy to your application. 
In the case of animal subjects, describe how the animals will be handled and cared for - details 
ofmonitoring.trapping. acquisition, transportation, storage, housing, watering & feeding etc. 
Participants will be asked to complete a questionnaire containing 33 questions related to their 
psychiatric triage nurse practice, the questionnaires will be available to participants in their 
work place, and a reply paid envelope wiH be supplied • A plain language statement and 
introductory letter wiH accompany the questionnaire to explain the nature and purpose of the 
research. The participants will also be invited to participate in a follow-up interview about 
psychiatric triage nursing fry provklingnamea^ , 
the final page of the questionnaire. The researcher will conduct the interviews at a mutually 
convenient time and venue arranged between researcher and participant The interviews will be 
recorded on audiotape and transcribed by the researcher. 
Pagtl 
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APPROVALS/PREREQUISITE READING 
Declaration/s: I/We, the undersigned 
• accept responsibility for the conduct of the research outlined in this application in accordance 
with the ethical principles specified by the Animal or Human Research Ethics Committee of the 
University of Ballarat and the information provided in this application. 
• advise that ail relevant reading has occurred as per details provided below. (Refer Reserve 
Desk, Library and/or Office of Research. Refer UB homepage for Ethical Principles document) 
Research Involving H u m a n Subjects 
Ethical Principles in H u m a n Experimentation: Information for Students (Univ. of Ballarat) 
N H M R C Statement on H u m a n Experimentation (Mandatory) 
(Where necessary) Supplementary note 2 (research on children, mentally ill) 
Guidelines on ethical matters in Aboriginal and Torres Strait Islander research 
Research Involving Animal Subjects 
Aust C o d e of Practice for Care and Use of Animals for scientific research (1997) 
Statement of Principles guiding the use of animals in teaching and research at Australian Universities 
Ethical Principles for students in laboratory classes and fieldwork activities involving the use of animals or 
tissues 
Preventing of Cruelty to Animals Act (1997) 
Vbox 
D 
D 
Vbox 
D 
D 
Student Applicants) 
Staff Applicants) 
Staff Supervisor 
Print Name in Full 
D 
D 
Date 
'G^^rr^ '.'. ''££<M. :l)^rS. 
RHDECo-drdinatortosign:. 
The research outlined in this application is soundly based; the academic staff responsible for 
undertaking or supervising the research are appropriately qualified. 
School: 
Signed: 
4f<S4Zl<1$. Date: ^ 7 ' 
^>_^€>*^<^l Print N a m e <T*, 
. -e> _ < 
_____?*' 
HREe*A8ECPi<#»*Ap|—tion 
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SCHEDULE A: HUMAN SUBJECTS 
1. PROTECTION OF PARTICIPANTS 
(a) Identify any procedures that might leave a participant open to risks of emotional or physical harm 
greater than or additional to risks encountered in the participant's normal lifestyle. Some such 
risks could follow from disclosure of the names or data about participants. If there are such risks, 
identify steps you will take to minimise them and steps you will take if participants become 
distressed. 
It Is not an expected outcome that research participants will be open to risks of emotional or 
physical harm as a result of their participation in this research project. Both the questionnaire 
and the survey ask the research participants (professional psychiatric nurses) to discuss 
aspects of their profession and practice. Discussion and critique of nursing practice/profession 
by nursing professionals is not outside noimal expectations within the profession. 
(b) Will any invasive procedures be involved? Will participants c o m e Into contact with any equipment 
which uses an electrical supply in any form e.g.. audiometer, biofeedback, electrical stimulation. 
etc.? If "YES", please outline below what safety precautions wil be used. 
No 
(c) If the research is being undertaken by an undergraduate or postgraduate student under 
supervision, what steps wiN be taken by the supervisor to ensure that the student is sufficiently 
competent to undertake the procedures involved in data collection and wiH conduct the research 
in accord with the procedures approved by the H u m a n Research Ethics Committee? 
1. The student has successfully completed research study units at Honours level. 
2. The student has previous experience conducting research both as an undergraduate and a s — 
an honours student. • — 
3.Regular supervision meetings/consultation with research supervisors 
4.Regular contact with supervisors by emaH and phone 
5. Research will be conducted in accordance with the H u m a n Research Ethics Guidelines of the 
University of Ballarat. 
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2. CONFIDENTIALITY 
£*R_ e .^Procedures y u will follow to ensure the confidentiality of the information 
participants provide O R provide a justification for not protecting the confidentiality of the information 
participants provide. If you anticipate any secondary use for the data, please provide details If any 
person with access to the data has another relationship with any of the participants (eg family 
member, employer/employee, therapist/client, instrodor/student), please identify the steps that will be 
taken to preserve the anonymity of participants. 
Anonymity will be maintained in the following ways; 1. Questionnaires will not be coded. 
2. Only aggregated information will be used from the Interviews 3. Pseudonyms will be 
used where necessary to report specific information from the interviews. 4. Audio tapes from the 
interviews will be destroyed after the data has been transcribed by the researcher 5. All data will 
be stored in a locked cupboard at the university, and the only person(s) to have access to the 
data will be the researcher and the research supervisor. 
3. SECURITY OF DATA 
H o w will security of data be maintained (a) during the study and (b) following completion of the study? 
(A period of five years, with the data held by Principal Researcher in the School, is standard). 
(a) 
(b) 
during the study 
-data stored in a locked cupboard 
• data only accessible by the researcher/research supervisor 
-all data stored on computer will be password protected 
following the completion of the study 
-data wiH be stored in a locked cupboard at the School of Nursing Research Office 
for a period of 5 years 
OTHER ETHICAL ISSUES 
Identify and comment on any ethical issues that are inherent in the research and the procedures to be 
employed (see Attachment 2 for checklist - eg. researchers)' use of deception requiring debriefing of 
participants; provision of counsellors for participants experiencing stress; minority and cultural 
sensitivities which m a y impact on the individual, etc.). 
1. The research project must be approved by the ethics committees of VTctorianhealthcare networks 
before the data collection can commence. , 
. 2. N o deception will be used to obtain the data or recruit participants. 
3. The researcher is not engaged in a personal or working relationship with study participants. 
Please include: 
Attachment 1 
Attachment 2 
Plain language statement/informed consent 
Ethical Issues checklist 
Other documentation as required i.e. questionnaires, letters of permission, ethics 
clearance from any other institutions, etc. 
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ATTACHMENT 1 
(Must be attached to every application involving human subjects) 
UNIVERSITY OF BALLARAT 
PLAIN LANGUAGE STATEMENT AND INFORMED CONSENT 
PROJECT TITLE Psychiatric Nursing: The new frontier 
INVESTIGATORS Natisha Sands 
PLAIN LANGUAGE 
STATEMENT 
(Explanation of project given 
to participant) 
See attachment 
Any questions regarding this projectcanbe directed to the Principal Researcher 
mf.......Gg&.yX .IDsaa^S • • 
of the School of Nursing..... •• 
on telephone number .. 52 542601 (Natisha Sands) or 53 279 743 (CedlDeans)...... 
Should you fi.e. the participant) have any concerns about the conduct ofthis research project, 
please contact the Executive Officer, Human Research Ethics c ^ ^ ^ ' ^ £ a ™ _ 
Educational Development Services Branch, University of Ballarat, PO Box 663, m hem v/o 
3353. Telephone: (03) 53279765. 
^ , , — t>fi 
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APPENDIX J 
Natisha Sands 
School of Nursing 
University of Ballarat 
P O Box 663 
Ballarat, Victoria 
3353 
To the Manager, 
My name is Natisha Sands and I am a PhD student from the University of Ballarat. As a part of 
m y doctoral studies, I a m undertaking research in the area of psychiatric triage nursing practice 
across the state of Victoria. The title of the research project is 'Psychiatric Nursing: The new 
frontier'. I have received ethics approval to conduct the research from the University of Ballarat 
ethics committee, and a m writing to you to request your permission to conduct research within 
your agency. Should you wish to participate in the project, and following your written consent, I 
will make a formal submission to the H u m a n Research and Ethics Committee to seek formal 
approval for the project. 
Abstract 
The 'Mainstreaming' (deinstitutionalisation) of Victoria's mental health services has had a major 
impact on the framework for the delivery of psychiatric care in Victoria. Access to psychiatric 
services is n o w regulated across the state by a single point of entry system (Triage \ Duty), in 
which psychiatric nurses play a pivotal role. The shift to a community based model of psychiatric 
care in Victoria has resulted in significant changes to psychiatric nurse practice, including the 
emergence of previously untried models in psychiatric nursing such as psychiatric triage, crisis 
assessment, and the role of "gate-keeper". 
The primary aim ofthis research project is to define and describe the practice of psychiatric triage 
nursing in Victoria through a statewide survey (and follow-up in-depth interviews) of psychiatric 
triage nurses. In order to gain an accurate and realistic definition/description of psychiatric triage 
nursing in Victoria, I a m seeking information about the composition and organisation of triage 
across the state (demographic information), information about the clinical practice of psychiatric 
triage nursing, and information about the views/attitudes/perceptions of psychiatric triage nurses 
to mental health reform (i.e. the policy of Mainstreaming and Integration) that gave rise to the 
development of the triage/duty model. The purpose of the research is to generate valid data upon 
which to base further planning, development and research in the discipline, as well as to 
contribute to the overall body of psychiatric nursing knowledge. 
This study uses an overall conceptual framework of critical social theory to investigate and 
critically examine the phenomenon of psychiatric triage nursing. The design of the research 
project incorporates both quantitative (questionnaire) and qualitative (interviews) methods of data 
collection to enhance the validity of the study. Research participants will be required to complete 
a 33-item questionnaire, and invited to participate in a follow-up interview. Following your 
consent to conduct the research, and approval from the relevant ethics committees, I will send a 
package to your agency containing a letter of introduction to prospective participants, a plain 
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language statement, reply paid envelopes, and copies of the questionnaire and consent forms. I 
would appreciate it if the package could then be forwarded on to the triage department and placed 
in a position that will enable all Triage staff to have access to the survey. N o individual will be 
able to be identified in the reporting of data in this project, and the only persons to have access to 
the data will be the researcher and research supervisors. 
Please do not hesitate to contact me at the contact details below if you require further information 
about the study. 
Yours Sincerely, 
Natisha Sands RPN (PhD student). 
Contact: 
Natisha Sands 
School of Nursing 
University of Ballarat 
PO Box 663 
Ballarat, Victoria, 
3353. 
(03) 53 279000 
natishasands@bigpond.com 
Research supervisors: 
Dr. Cecil Deans, Principal Supervisor 
Dr. Janine Smith, Associate Supervisor 
School of Nursing 
University of Ballarat 
53 279 672 
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APPENDIX K 
Plain Language Statement 
April 2002 version 
My name is Natisha Sands and I am currently undertaking a PhD at the University of Ballarat. My 
research project entitled 'Psychiatric nursing: The new frontier', primarily concerns the emergence 
and development of psychiatric triage practice (nursing) in Victoria. I have been a registered 
psychiatric nurse since 1986, and m y most recent area of practice was as a psychiatric triage 
nurse in a busy sector of Melbourne. 
Mental health services in Victoria have undergone a major process of reform since the 
implementation of the Mainstreaming and Integration Policy (deinstitutionalisation) in the late 
1980's. The shift from institutional psychiatric care to community-based care has given rise to 
many new developments in psychiatric service provision, which has in turn impacted on 
psychiatric nursing practice. The role of psychiatric triage (especially the gate-keeping aspect) is 
in many ways pivotal to the current model of psychiatric service delivery. The aim of this study is 
to fully investigate psychiatric triage nursing practice in Victoria in order to clarify and fully define 
it. Another important aim of the study is to give psychiatric triage nurses an opportunity to have an 
input into the further development of the practice through information sharing. 
Attached to this letter is a questionnaire that seeks detailed information about psychiatric triage 
nursing. All nurses w h o are working (or have worked) in psychiatric triage are encouraged to 
participate in this statewide survey. Your opinions and experiences are valuable, and will 
contribute to a realistic definition and understanding of the work that you do. The information 
gathered in this study will be treated with complete confidentiality, and no individual will be 
identifiable in the research outcome (thesis). The questionnaire will take approximately 20 
minutes of your time to complete. O n completion of the survey, please return it to the researcher 
in one of the reply-paid envelope supplied. 
In order to gain an in-depth, qualitative understanding of psychiatric triage, I am also inviting 
psychiatric triage nurses to participate in a follow-up interview about their practice. Attached to 
the questionnaire is an invitation to participate in the interview (consent) form. If you wish to 
participate in the interview, please supply your contact details and return the consent form to the 
researcher in one of the reply-paid envelopes supplied, so that I can contact you to arrange a 
mutually convenient time and place to meet. The interview will take approximately 40 minutes of 
your time to complete. Please be assured that, as with the questionnaire, all information gathered 
in the interview will be strictly confidential. If you decide to participate in this study, please 
understand that you are also free to withdraw at any time. Results from the study may be 
published. 
If you would like any further information about the research project please do not hesitate to 
contact m e either by email at natishasands@biaDond.com. or by contacting the School of 
Nursing, University of Ballarat on 53 279666 during business hours. 
Natisha Sands. April 2002. 
Research supervisors: 
Dr. Cecil Deans, Principal Supervisor 
Dr. Janine Smith, Associate Supervisor 
University of Ballarat 
P O Box 663 
(03) 53 279 672 
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APPENDIX L 
INVITATION T O PARTICIPATE IN A FOLLOW-UP INTERVIEW 
C O N S E N T FORM 
If you are willing to participate in an in-depth interview about psychiatric triage practice, 
please fill in your contact details below and include this form in one of the return/paid 
envelopes, separate from the questionnaire. All information gathered in both the 
questionnaire and the follow-up interview is STRICTLY CONFIDENTIAL. If you do not want 
to participate in the interview, please leave the section below blank and return just the 
questionnaire in the self-addressed/ stamped envelope provided. 
I give m y consent by signing this form on the understanding that the research study will be carried 
out in a manner conforming with the principles set out by the National Statement on Ethical 
Conduct in Research Involving Humans, and understand that; 
• The research program in which I a m being asked to participate has been explained fully to 
m e in writing, and any matters on which I have sought information have been answered to 
m y satisfaction. 
• all information I provide (including questionnaires) will be treated with the strictest 
confidence and data will be stored separately from any listing that includes m y name and 
address 
• aggregated results (only) will be used for research purposes and may be reported in 
scientific and academic journals 
• I a m free to withdraw m y consent at any time during the study in which event m y 
participation in the research study will immediately cease and any information obtained 
from it will not be used. 
NAME 
ADDRESS 
PHONE EMAIL 
For further information please contact 
Natisha Sands (PhD student) 
School of Nursing 
University of Ballarat 
PO B O X 663, Ballarat, 
Victoria, 3353 
Phone; 53 279 000 (bh) 
Email: natishasands@bigpond.com 
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APPENDIX M 
Interview schedule 
1. H o w did you become involved in psychiatric triage nursing? 
2. Can you describe the nature of your work in psychiatric triage? 
3. H o w would you describe the level of responsibility in your psychiatric triage 
practice? 
4. What is your experience of support to the psychiatric triage role? 
5. H o w would you describe the experience of stress in psychiatric triage nursing? 
6. H o w confident do you feel in your practice as a psychiatric triage nurse? 
7. H o w would you describe your job satisfaction as a psychiatric triage nurse? 
8. H o w would you describe your working relationship with medical staff, including 
psychiatrists in the triage role? 
9. H o w would you describe your working relationship with allied health workers in 
the triage role? 
10. H o w would you describe your working relationship with nursing colleagues in the 
triage role? 
11. H o w would you describe your working relationship with consumers in the triage 
role? 
12. H o w would you describe your working relationship with police and ambulance 
staff in the triage role? 
13. H o w would you describe your working relationship with general hospital staff 
(e.g. accident and emergency) in the triage role? 
14. What is your understanding of the theoretical basis of psychiatric triage practice? 
15. D o you believe that you were you adequately prepared to meet the challenges of 
triage practice? 
16. D o you have any opinion of the psychiatric triage model? 
17. What is your understanding of the term 'gate-keeping' as it applies to psychiatric 
triage practice? 
18. D o you have any opinion about the policy of Mainstreaming and Integration? 
19. What are some of the positive aspects of psychiatric triage nursing? 
20. What are some of the negative aspects of psychiatric triage nursing? 
21. Are there any comments related to psychiatric triage nursing that you would like 
to add to this study? 
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APPENDIX N 
Results for item 19: Type of professional development 
1. Early psychosis and suicide prevention workshop. 
2. Internal and external workshops. 
3. Risk assessment and suicide prevention workshop. 
4. Crisis assessment workshop six years ago. 
5. Seminar. 
6. RAPID training. 
7. H.I.V and psychiatry workshop. 
8. C.M.I training. 
9. Suicide prevention training program. 
10. Two-day suicide prevention workshop. 
11. Risk assessment profiles. 
12. In-service on child and adolescent mental health. 
13. In-service on community mental health care. 
14. In-service on triage functions. 
15. Drug and alcohol summit, and risk assessment training. 
16. Fortnightly supervision. 
17. In-service on drug and alcohol, personality disorders, and risk assessment. 
18. Oasis dual diagnosis workshop. 
19. Suicide prevention workshop and Critical Incident Debriefing workshop. 
20. Suicide prevention workshop and Emergency Response Training. 
21. In-service presented by other staff. 
22. Ongoing in-services. 
23. General professional improvement. 
24. ASIST suicide prevention workshop. 
25. Family sensitive practice workshop. 
26. Drug and alcohol workshop, risk assessment workshop, suicide prevention. 
27. CIRT workshop. 
28. Suicide prevention workshop. 
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29. Suicide risk training, dual diagnosis workshop. 
30. Dual diagnosis workshop. 
31. Study leave and training. 
32. Four week triage induction. 
33. Dual diagnosis workshop, four-week triage induction. 
34. Developmental psychiatry course. 
35. Suicide prevention in children and adolescents. 
36. Statewide service training. 
37. Assessment skills, statewide service training. 
38. Suicide prevention, dual diagnosis workshop. 
39. ASIST (suicide prevention workshop). 
40. S P E C T R U M (borderline personality training) 
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APPENDIX O 
Results for item 21: Theoretical models 
Following is a full list of theoretical models cited by the 49 respondents. Some items 
on the list were cited by several respondents, including the crisis assessment model, 
the medical mode, Mental Status Examination, and nursing models. 
1. Medical model 
2. Crisis intervention model 
3. The Framework document 
4. Bio-psycho-social model 
5. Single session therapy 
6. Nursing and allied models 
7. Nursing and psychiatric 
8. Experience 
9. Mental Status Examination 
10. Systems theory 
11. Integrated mental health model 
12. Nursing process 
13. Common sense 
14. Risk assessment 
15. Early intervention 
16. Client Service Model 
17. Risk assessment 
18. Brief supportive psychotherapy 
19. Humanistic model models 
20. Psychiatric and nursing models 
21. Other area's triage model 
22. Eclectic model 
23. Solution focused model 
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APPENDIX P 
Dear 
Thank you once again for taking the time to participate in an interview about 
your experiences in psychiatric triage nursing. The information gained from your 
interview makes an important contribution to achieving an accurate, realistic definition 
and description of psychiatric triage nursing in Victoria. 
As a part of ensuring that the data collected in the study is as accurate as possible, I have 
sent you a copy (attached) of the transcription of the interview I conducted with you 
recently. Please take a moment to read it, and decide if the interview transcription is an 
accurate representation of your views. I have enclosed a reply paid, self addressed 
envelope for you to return any comments you m a y have about the transcription to me, so 
that I can make changes where needed. If you are satisfied that the transcription 
accurately represents your views, there is no need to respond to this letter. 
Yours faithfully, 
Natisha Sands 
Natisha Sands 
PhD student 
School of Nursing 
University of Ballarat 
P O Box 663 
(03) 53 279 672 
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APPENDIX Q 
First level analysis data matrices 
ITEM1 
Entry to triage 
-Serendipity 
-Experience in C A T 
and community 
ITEM 2 
Nature of triage 
-The 'frontline' 
-Phases of triage 
-'Jack of all trades' 
-Pathways to care 
I T E M 3 
Responsibility 
- 'Extreme' 
responsibility 
-The domains of 
responsibility 
ITEM 4 
Support 
-Psychosocial support 
-Practical support 
(resources) 
ITEM 5 
Stress 
-Decision-making 
-Responsibility level 
-Work overload 
-Trauma 
ITEM 6 
Confidence 
-Experience equals 
confidence 
-Cautiously confident 
ITEM 7 
Job satisfaction 
-'Getting it right' 
-'The middle man' 
ITEM 8 
Relationship with 
medical staff 
-'Where have all the 
doctors gone?' 
-'Playing doctor' 
ITEM 9 
Relationship with 
allied health 
-Lack of allied 
presence 
-Can allied health 
perform psych triage? 
I T E M 13 
Relationship/integrat 
ion with general 
hospital staff 
-Things are improving 
-Difficult 
ITEM 17 
Gate keeping 
'Monitoring access to 
resources' 
ITEM 21 
Contributions 
-Team triage 
-Prof, recognition 
-Specialization 
- Professional forum 
-Consistency 
I T E M 10 
Relationship with 
nursing colleagues 
-Support and 
understanding 
-Forging 
relationships 
ITEM 11 
Relationship with 
consumers 
-Doing our best 
-'You cant please 
everyone' 
ITEM 14 
Theoretical basis 
Theoretical models? 
ITEM 18 
Mainstreaming + 
Integration 
'It's good in theory' 
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ITEM 15 
Preparation for 
triage practice 
-'Thrown in at the 
deep end' 
-Experience 
ITEM 19 
Positive aspects of 
triage 
-Helping 
clients/families 
-Variety/excitement 
-Autonomy 
ITEM 12 
Relationship with 
police + ambulance 
-Police, we couldn't 
do it without them 
-Dumping in E D 
-Ambo's = great job 
-Call center problems 
ITEM 16 
Opinion of psych 
triage model 
-'It works' 
-'It's a big ask for one 
person 
ITEM 20 
Negative aspects of 
triage 
-Responsibility/stress 
-Prof, vulnerability 
-Lack of professional 
recognition 
A P P E N D I X R 
Interviewee position descriptions 
1. Male, employed in a blended CAT/triage/CCT position in rural Victoria. Triage 
located within the community mental health clinic, on the grounds of the general 
hospital. 
2. Male, employed in a blended CAT/triage/CCT position in rural Victoria. Triage 
located within the community mental health clinic, on the grounds of the general 
hospital. 
3. Male, employed in a metropolitan Melbourne CCT/ community mental health 
clinic, rotates through triage twice weekly. 
4. Male, employed in a designated triage position in metropolitan Melbourne, 
located at the inpatient psychiatric unit. 
5. Male, employed in a designated duty/triage position in a community mental health 
clinic, metropolitan Melbourne. 
6. Female, employed in a dedicated triage position, located in an inpatient 
psychiatric unit in rural Victoria. 
7. Male, employed in a dedicated triage position, full-time night-duty, located in an 
inpatient psychiatric unit, in metropolitan Melbourne. 
8. Female, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne. 
9. Female, employed in a dedicated triage position, located in an inpatient 
psychiatric unit, metropolitan Melbourne. 
10. Male, employed in a CAT/triage position, located in a community mental health 
clinic, metropolitan Melbourne. 
11. Female, employed in a CAT/triage position, located in emergency department, 
metropolitan Melbourne. 
12. Male, employed in a rural Victorian adolescent mental health service, blended 
C C T and weekly triage work. 
13. Male, employed in a dedicated triage position, based in an inpatient psychiatric 
unit in rural Victoria. 
14. Male, employed in a CAT/triage position, located a community mental health 
clinic located on the hospital grounds in rural Victoria. 
15. Female, employed in a CAT/triage position, located in the emergency department 
of metropolitan Melbourne hospital. 
16. Female, employed in a CAT/triage position, located in the emergency department 
of metropolitan Melbourne hospital. 
17. Female, employed in a dedicated triage position, located in the inpatient 
psychiatric unit, in rural Victoria. 
18. Female, employed in a dedicated triage position, located in the inpatient 
psychiatric unit, metropolitan Melbourne. 
19. Female, employed in a CAT/triage position, located in the emergency department 
of metropolitan Melbourne hospital. 
20. Male, dedicated triage position, full time nights, located in the inpatient unit of a 
psychiatric unit, metropolitan Melbourne. 
21. Male, employed in a designated triage position based in the emergency 
department of a metropolitan Melbourne hospital. 
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